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The Council on Graduate Medical Education 






T he Council on Graduate Medical Education 
(COGME) was authorized by Congress in 
1986 to provide an ongoing assessment of 
physician workforce trends and to recommend ap- 
propriate federal and private sector efforts to ad- 
dress identified needs. The legislation calls for 
COGME to serve in an advisory capacity to the Sec- 
retary of the Department of Health and Human 
Services (DHHS), the Senate Committee on Labor 
and Human Resources, and the House of Repre- 
sentatives Committee on Commerce. By statute, the 
Council was to terminate on September 30, 1995. 
It has been extended under appropriations legisla- 
tion. 

The legislation specifies that the Council is to 
comprise 17 members. Appointed individuals are 
to include representatives of practicing primary care 
physicians, national and specialty physician orga- 
nizations, international medical graduates, medi- 
cal student and house staff associations, schools of 
medicine and osteopathy, public and private teach- 
ing hospitals, health insurers, business, and labor. 
Federal representation includes the Assistant Sec- 
retary for Health, DHHS; the Administrator of the 
Health Care Financing Administration, DHHS; and 
the Chief Medical Director of the Veterans Admin- 
istration. 

Charge to the Council 

The charge to COGME is broader than the name 
would imply. Title VII of the Public Health Service 
Act, as amended by Public Law 99-272 as amended 
by Title III of the Health Professions Extension 
Amendments of 1992, requires COGME to provide 
advice and make recommendations to the Secre- 
tary and Congress on a wide variety of issues: 

1. The supply and distribution of physicians in 
the United States 

2. Current and future shortages or excesses of 
physicians in medical and surgical specialties 
and subspecialties 

3. Issues relating to international medical school 
graduates 

4. Appropriate federal policies with respect to the 
matters specified in items 1-3, including poli- 
cies concerning changes in the financing of un- 
dergraduate and graduate medical education 
(GME) programs and changes in the types of 
medical education training in GME programs 



5. Appropriate efforts to be carried out by hospi- 
tals, schools of medicine, schools of osteopa- 
thy, and accrediting bodies with respect to the 
matters specified in items 1-3, including ef- 
forts for changes in undergraduate and GME 
programs 

6. Deficiencies and needs for improvements in 
existing data bases concerning the supply and 
distribution of, and postgraduate training pro- 
grams for, physicians in the United States and 
steps that should be taken to eliminate those 
deficiencies 

In addition, the Council is to encourage enti- 
ties providing graduate medical to conduct activi- 
ties to voluntarily achieve the recommendations of 
this Council specified in item 5. 

COGME Reports 

Since its establishment, COGME has submit- 
ted the following reports to the DHHS Secretary 
and Congress: 

• First Report of the Council, Volume I and Vol- 
ume 11(1988) 

• Second Report: The Financial Status of Teach- 
ing Hospitals and the Underrepresentation of 
Minorities in Medicine (1990) 

• Scholar in Residence Report: Reform in Medi- 
cal Education and Medical Education in the 
Ambulatory Setting (1991) 

• Third Report: Improving Access to Health 
Care Through Physician Workforce Reform: 
Directions for the 21st Century (1992) 

• Fourth Report: Recommendations to Improve 
Access to Health Care Through Physician 
Workforce Reform (1994) 

• Fifth Report: Women and Medicine (1995) 

• Sixth Report: Managed Health Care: Implica- 
tions for the Physician Workforce and Medi- 
cal Education (1995) 

• Seventh Report: Physician Workforce Fund- 
ing Recommendations for Department of 
Health and Human Services’ Programs (1995) 

• Eighth Report: Patient Care Physician Supply 
and Requirements: Testing COGME Recom- 
mendations (1996) 
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Executive Summary & Recommendations 




PROLOGUE 

The United States faces an overabundance of 
physicians that will extend well into the next cen- 
tury, most of the excess being accounted for by cer- 
tain categories of specialists and subspecialists. At 
the same time, policy makers, the managed care 
industry and leaders of academic medicine express 
concern that the traditional medical education sys- 
tem is not providing all the competencies neces- 
sary for the effective practice of medicine in the 
modem health care market place. More training in 
ambulatory care, more community-based physician 
role models and more interaction with other health 
care professionals are increasingly advocated. 

The physician workforce is the product of a 
large and heterogeneous enterprise — an enterprise 
that has been slow to change in the past and which 
has yet to achieve consensus on how to reshape it- 
self for the future. At the core of this heterogeneity 
is a broad and complex mission involving health 
care, biomedical research and medical education. 
More than mission complexity, however, reform is 
hampered by the absence of an integrated system 
of governance for medical education. 

Fragmented governance is a particular problem 
at the level of graduate medical education, where 
hospital executives, clinical service chiefs, medi- 
cal school deans and academic department chairs 
often represent different constituencies, and have 
to respond to a confusing plethora of accrediting 
and certifying bodies and other professional orga- 
nizations. The increasing emphasis on education 
in ambulatory care settings, puts further stress on 
the present system of governance. 

In order to teach those competencies necessary 
in a managed care world and to contain health care 
costs, multiple health care provider and planning 
organizations must be involved. The day when 
medical education could be confined to one entity, 
the university hospital or its surrogate, has passed. 
Once said, then new systems for addressing physi- 
cian workforce issues, for the measurement and 
maintenance of educational quality, for the admin- 
istration of educational programs, for allowing in- 
put from the various stakeholders, and providing 
for an equitable distribution of resources are both 
reasonable and necessary. In principle, the consor- 
tium concept fulfills this need. 

Mutual partnerships and collaborations have 
long been an essential element for successful medi- 
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cal education, and consortia provide a means of 
perpetuating, and where necessary expanding, such 
interactions in the future. Consortia presently oc- 
cupy the middle portion of the spectrum of entities 
involved in graduate medical education, bridging 
the territory between traditional affiliations and 
acquisitions or mergers. Consortia differ substan- 
tially from affiliations, which imply no formal or- 
ganization or collaboration beyond that stipulated 
by the agreement, are typically bilateral (rather than 
multilateral), and are usually negotiated indepen- 
dently with each partner (rather than collectively 
among a broader range of partners). Consortia also 
differ substantially from acquisitions or mergers, 
which lead to the formation of a single organiza- 
tion (rather than a cooperative alliance of institu- 
tions with shared interests) and imply a pooling of 
all assets and a surrender of fiduciary control (nei- 
ther of which occurs during the formation of a con- 
sortium). 

Many authorities, including the Council on 
Graduate Medical Education (COGME) — most 
notably in its Fourth Report, have endorsed con- 
sortia as a vehicle for reorganizing medical educa- 
tion and restructuring the physician workforce 
while maintaining the flexibility to draw upon the 
expertise and ingenuity of a broad and diverse group 
of stakeholders. Consortium advocates stress that 
consortia would be better positioned than any na- 
tional organization to deal with local or regional 
medical training realities and health care needs. 
They believe that consortia would improve the or- 
ganizational structure and governance of residency 
training programs and would provide an equitable 
mechanism for distributing residency training po- 
sitions. They believe also that consortia would bring 
together the complementary strengths of different 
institutions, thereby enhancing educational qual- 
ity and better aligning education with the needs of 
the newly emerging health care system. 

Two recent national surveys of graduate medi- 
cal education consortia — conducted by the Asso- 
ciation of American Medical Colleges in conjunc- 
tion with the Maine Medical Center in 1 993 (MMC/ 
AAMC Survey) and the Center for the Health Pro- 
fessions at the University of California, San Fran- 
cisco in 1995 (AAMC/CHP Survey) — have indi- 
cated that consortia do provide a framework within 
which medical education, especially graduate medi- 
cal education, can be critically examined and an 
equitable forum within which all interested 
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constituencies can participate. Indeed, existing con- 
sortia can point to enhanced working relations and 
management efficiencies with justifiable pride 
(Tables 15& 16). 

However, despite an almost universal commit- 
ment to enhancing education (Tables 2 & 3), rela- 
tively few consortia have dealt with medical edu- 
cation in a truly comprehensive fashion (Tables 12 
& 13). Nor have consortia, as a group, yet insti- 
tuted changes that would be expected to influence 
the size, composition, geographic distribution or 
diversity of the physician workforce (Tables 4, 5 & 
14). Given that relatively few consortia control resi- 
dency positions, or the resources that accompany 
residency positions (Tables 8-11), these findings 
are not entirely unexpected. 

Given this mixed performance, the question 
arises whether the widespread adoption of consor- 
tia would be an appropriate vehicle for reorganiz- 
ing the presently fragmented graduate medical 
education system. In thinking about this, it is im- 
portant to emphasize that the development of con- 
sortia is not a goal unto itself. Rather, it is a means 
to an end. There is no inherent linkage between the 
concept of educational consortia and either the qual- 
ity of medical education or physician workforce 
reform. One can exist without the other, and one 
does not necessarily result in the other. 

Nonetheless, COGME believes that the consor- 
tium concept provides the inherent organizational 
flexibility needed to draw upon the expertise of the 
broad and diverse group of stakeholders that, col- 
lectively, will be necessary to reorganize medical 
education. Further, COGME believes that appro- 
priately structured consortia would provide the 
foundation upon which substantive physician 
workforce reform could take place. 

The promotion of medical education consortia 
should not be seen as a rejection of other innova- 
tive approaches to reorganizing graduate medical 
education. Given the mixed results emanating from 
existing consortia, present uncertainty regarding the 
shape of the future health care system, and the over- 
all complexity of the task at hand, it would be pre- 
mature to mandate the use of educational consortia 
as the sole vehicle for restructuring the physician 
workforce. 

Educational consortia are presently burdened 
with expectations and hobbled by the lack of real 
authority. It is unrealistic to expect consortia to 
improve the structure and governance of medical 
education and to align physician training with 
health care needs unless they are appropriately 
structured and have access to the resources to do 
so. In seeking to define how educational consortia 



could best serve as both a catalyst and a unifying 
force in reorganizing medical education, this report 
addresses questions of organizational structure, au- 
thority and responsibility, examines funding mecha- 
nisms and how educational resources should be 
distributed, and provides policy makers with a blue- 
print for action. 

COGME believes that consortia should include 
medical schools, teaching hospitals and commu- 
nity training sites, and promote an interdisciplinary 
approach to health care delivery. To be effective, 
COGME believes that consortia must have local 
sponsorship authority and responsibility for gradu- 
ate medical education, and access to the financial 
resources necessary to reform graduate medical 
education. 

COGME supports a “shared responsibility” 
approach to funding graduate medical education, 
in which all payers of health care participate, and 
proposes that consortia be eligible to receive gradu- 
ate medical education payments. COGME also pro- 
poses that graduate medical education payments be 
disbursed to training sites on the basis of actual 
expenses incurred. Finally, COGME advocates 
funding a series of consortia demonstration projects, 
establishing an appropriately constituted body to 
oversee the development of national standards for 
educational consortia, and enacting health care re- 
imbursement incentives to promote consortium 
development. 

DEFINING EDUCATIONAL & 
WORKFORCE OUTCOMES 

Organizations function best when they have a 
comprehensive vision. In the case of educational 
consortia, this vision should include a mission that 
is anchored by a commitment to providing each and 
every graduate with all necessary career-specific 
competencies. However, a focus on individual com- 
petency is insufficient: Consortia should also en- 
tertain a broader view of competence, one whose 
frame of reference is the physician workforce as a 
whole. Simply put, “workforce competence” re- 
quires that the overall process of medical educa- 
tion be organized within the framework of societal 
needs and expectations. 

Consortia must recognize the need for a national 
workforce that, collectively, has relevant practice, 
research and educational expertise. Consortia must 
also recognize the need for a rationally distributed 
regional workforce with appropriate generalist and 
subspecialist practice skills. And consortia must 
also be responsive to social and political needs, 
championing the need for a physician workforce 
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that reflects the diversity of the population from 
which it is drawn. Thus, although education should 
be a consortium’s primary priority, its product must 
also be able to meet present and future health care 
needs. 

Consortia, no less than any other academic con- 
stituency, will be asked to defend their “education 
template”. This does not mean that consortia have 
to reinvent the entire process of medical education, 
assume all (or even most) of the responsibilities of 
their individual members, or usurp the prerogatives 
of accrediting or licensing bodies. Rather, consor- 
tia should function as umbrellas under which medi- 
cal education is reorganized, acting as guardians 
of the educational environment and ensuring that 
their product has societal relevance. In these mat- 
ters they should act for and on behalf of their mem- 
bers, already having organized and catalyzed the 
necessary internal debate and already having led 
the partnership to a collective, if not unitary, view 
of its future. 

To do so effectively, consortia will need clearly 
delineated educational and workforce goals, a 
strong sense of national and community health care 
needs, and the inherent authority to better align 
education with present and future physician 
workforce needs. Perhaps not surprisingly, consor- 
tia with a mission that includes workforce reform 
as a priority, have been more successful in enhanc- 
ing generalist practice skills and increasing the 
output of generalists than consortia that lack an 
explicit commitment to reshaping the physician 
workforce (Figure 3). 

Studies of existing consortia have also shown 
that management efficiencies are achieved more 
commonly, and that the cost of administering 
educational programs is less, in consortia with a 
mission that explicitly identifies improving the ad- 
ministration of educational programs as an organi- 
zational priority (Figure 4). A commitment to man- 
agement excellence and an efficient administrative 
infrastructure will almost certainly also be impor- 
tant determinants of the ability of consortia to ad- 
vance medical education and reform the physician 
workforce. 

With these considerations in mind, COGME 
recommends that consortia should: 

• Set explicit educational and workforce 
goals and evaluate their accomplishments; 

• Participate with local/regional health care 
agencies in determining health resource 
needs; and 

o Adapt programs in response to national, 
state and community health resource needs. 



DETERMINING THE CONTENT & 
ASSESSING THE QUALITY OF 
MEDICAL EDUCATION 

Undergraduate, graduate and continuing medi- 
cal education, though in many ways operationally 
distinct, nonetheless represent a continuum of edu- 
cational activity. Indeed, “life-long learning” is an 
attribute that medical educators have long sought 
to instill at the earliest possible time in their stu- 
dents. Most would agree, too, that medical prac- 
tice, research and education are inextricably linked, 
education being the vehicle that translates research 
into practice both within and across generations. 
Given this broad context, inherently multilateral 
organizations such as consortia are ideally situated 
to bring together the many disparate institutions and 
groups— medical schools, teaching hospitals, man- 
aged care organizations, community training sites, 
and so on — now required to educate physicians. 
Continued compartmentalization of the teaching 
functions of these critical resources can only be 
counterproductive. 

Organizational membership not only presup- 
poses mission but also provides insight into the fea- 
sibility of achieving stated goals. A goal to facili- 
tate the transition from medical student to 
supervised practitioner (resident) makes little sense 
if medical schools and teaching hospitals are not 
present. Reshaping residency programs may be an 
unachievable goal unless hospital executives, deans, 
clinical service chiefs, and academic department 
chairs and can all be brought to agreement. A goal 
to enhance interdisciplinary approaches to health 
care delivery, makes little sense unless a broad spec- 
trum of health professionals is sitting at the table. 
Likewise, plans to enhance ambulatory care train- 
ing in community settings is unlikely to succeed 
without the active involvement of public health 
authorities and physicians in practice. Indeed, it is 
difficult to visualize a quality medical education 
program in the future that does not involve a vari- 
ety of different constituencies, that is not collabo- 
rative in outlook, and that is not sensitive to the 
differences between its individual partners. 

Medical schools have particular expertise in 
curriculum development and evaluation, as well as 
research and scholarly activities. Hospitals and 
community training sites have particular expertise 
in the art and practice of medicine, and are required 
for both undergraduate and graduate medical edu- 
cation. The consortial model would provide for a 
free interchange of ideas, for resource sharing and 
for the coordination and strengthening of programs. 
Already common in university-based or affiliated 
residency programs, consortia could also extend the 
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incalculable educational and mentoring benefits of 
different levels of students working closely together 
to residency programs not presently so endowed. 
Consortia could also help to translate the full po- 
tential of medical student-resident interactions, al- 
ready so important in the inpatient arena, to the 
ambulatory care environment as well. 

Consortia could also serve as a vehicle to main- 
tain an appropriate balance between education and 
clinical service — between the resident as “student” 
and the resident as “employee”. This may be par- 
ticularly important where overlapping, and there- 
fore potentially competitive, health care delivery 
systems form the operational matrix of a consor- 
tium. In such circumstances, the consortium should 
assume the primary responsibility for delineating 
just how a common educational mission will inter- 
face with the different delivery systems involved. 

Given these considerations, it is not surprising 
that almost all existing consortia include allopathic 
or osteopathic medical schools (Table 4). Although 
some in the medical education community have 
expressed concern that medical schools (or large 
academic medical centers) would inevitably domi- 
nate consortia, many existing consortia appear to 
function democratically and in most cases the other 
partners do not feel dominated by the medical 
school (Table 7). Moreover, the majority of the 
country’s allopathic graduate medical education 
programs already have substantive relationships 
with the nation’s medical schools. In the osteopathic 
community, similar ties have recently been ex- 
tended and codified by the approval of a new gradu- 
ate medical education accreditation system that re- 
quires all Osteopathic Postdoctoral Training 
Institutions (essentially consortia of different gradu- 
ate medical education sites) to contain at least one 
school of medicine. 

Thus, consortia should ensure that the training 
environment is sufficiently broad to encompass all 
elements of graduate medical education and, where 
appropriate, undergraduate medical education as 
well. Towards this end, the training environment 
should be carefully evaluated, and enhanced where 
necessary. Medical professionalism, scientific lit- 
eracy and a commitment to life long learning are 
the foundation of medical education, but the cur- 
riculum must also provide graduates with the abil- 
ity to practice effectively in the modem health care 
environment. Generalism should be fostered, spe- 
cialist practice and procedural skills enhanced, and 
the research and educational expertise of the phy- 
sician workforce assured. The recmitment and pro- 
motion of women and minorities should be given 
attention and the problem of the medically- 



underserved in mral and inner city areas should also 
be addressed. 

A central element of this model is that the con- 
sortium, acting collectively, should have overall 
responsibility for graduate medical education, chan- 
neling reform in appropriate directions, even though 
its individual members will remain the agents of 
the educational process itself The model assumes 
that medical schools will retain primary responsi- 
bility for undergraduate medical education, but that 
consortia, rather than hospitals or any other group, 
institution or organization involved presently or in 
the future in training residents, will have primary 
responsibility for graduate medical education. Such 
an approach is intended to strengthen and reshape 
medical education by facilitating interactions be- 
tween medical schools, hospitals, community teach- 
ing sites, managed care organizations, and the like. 
Mutual interdependence, rather than the dominance 
of any particular partner, is the goal. 

To function in this fashion, consortia must have 
the authority to reorganize graduate medical edu- 
cation within their local domain. Acting within the 
guidelines established by the Accreditation Coun- 
cil for Graduate Medical Education and the Ameri- 
can Osteopathic Association’s Council on 
Postdoctoral Training (and any other appropriate 
regulatory agencies), consortia must be able to set 
standards, to evaluate residency program quality, 
and to choose to sponsor some residency programs 
(but not others). Controlling the content of medi- 
cal education should be the prerogative of the con- 
sortium rather than a right of individual partners, 
and the consortium should assume responsibility 
for the quality of all graduate medical education 
programs under its purview. 

If consortia, like individual teaching hospi- 
tals presently, are to have the authority to reaf- 
firm, and where necessary, remake their product, 
they must control the “currency” of graduate 
medical education — residency programs and po- 
sitions. Present accreditation guidelines dictate 
that the official sponsoring institution for any 
residency program has ultimate responsibility for 
the conduct of that program. If a consortium, 
rather than any of its individual members, were 
the official sponsor, the consortium would auto- 
matically assume this responsibility. Duly con- 
stituted educational consortia are already ac- 
cepted by both the Accreditation Council for 
Graduate Medical Education and the American 
Osteopathic Association’s Council on Post- 
doctoral Training as legitimate graduate medi- 
cal education sponsors. However, unambiguous 
policies that would facilitate the transfer of 
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authority from individual institutions and programs 
to consortia would have to be developed. 

Official sponsorship of residency programs by 
consortia could bring financial benefits as well. 
Studies of existing consortia have shown that the 
cost of administering educational programs is lower 
in consortia that function as the official sponsor of 
all graduate medical education programs under their 
purview as opposed to those in which individual 
members retain control of their own programs (Fig- 
ure 1). Thus, official sponsorship of residency pro- 
grams appears to be an important determinant of 
administrative success. Moreover, an efficient ad- 
ministrative infrastructure will almost certainly also 
be a critical arbiter of the ability of consortia to 
advance medical education and reform the physi- 
cian workforce. 

With these considerations in mind, COGME 
recommends that consortia should: 

• Include medical schools and teaching hos- 
pitals; 

• Include community-based training sites; 

• Promote generalism and the competencies 
required for managed care practice; 

• Foster an interdisciplinary approach to 
health care delivery; 

• Have sponsorship authority and responsi- 
bility for graduate medical education; and 

• Serve as a vehicle for coordinating under- 
graduate and graduate medical education. 

RECEIVING & DISTRIBUTING 
EDUCATIONAL RESOURCES 

Given the present methodology for calculating 
Medicare direct and indirect graduate medical edu- 
cation support, which obstructs rather than facili- 
tates the flow of payments to consortia and com- 
munity-based training sites, it is understandable that 
such payments almost invariably are made to hos- 
pitals and that, for the most part, individual hospi- 
tals within existing consortia maintain their own 
graduate medical education revenue accounts. 

Despite this, a number of consortia have estab- 
lished some measure of collective fiscal authority. 
About half of the consortia responding to the 
AAMC/CHP Survey, for example, reported that 
disbursement of Medicare direct graduate medical 
education payments was controlled by the consor- 
tium as a whole rather than by individual members 



(Table 10). Consortia with such authority reported 
management efficiencies much more commonly 
than consortia in which payments were controlled 
by individual members, and the cost of administer- 
ing educational programs was lower as well (Fig- 
ure 2). Moreover, developmental and operational 
costs were more likely to be spread equitably across 
the entire membership (see p. 40). 

It is hardly surprising that collective control of 
graduate medical education payments is a determi- 
nant of administrative success. Nor that partnership 
equity follows the provision of fiscal authority. It 
is also likely that the scope and nature of the finan- 
cial authority individual members cede to a con- 
sortium will be a critical arbiter of the power of the 
organization— and of its ability to reform medical 
education and reshape the physician workforce. 
After all, to be effective, consortia must have ac- 
cess to the resources essential to the conduct of 
graduate medical education. 

Consequently, COGME recommends that con- 
sortia should: 

• Have either a prospective agreement on 
how to determine and distribute graduate 
medical education payments or a common 
graduate medical education accounting 
system; 

• Develop mechanisms to ensure that gradu- 
ate medical education payments are dis- 
bursed to training sites on the basis of ac- 
tual expenses incurred; and 

• Develop mechanisms to ensure that oper- 
ating costs are shared equitably by all mem- 
bers of the organization. 

Graduate medical education is currently fi- 
nanced from a variety of sources, including Medi- 
care, Medicaid, private insurers, and faculty prac- 
tice plans, amongst others. However, with the 
exception of Medicare (and certain Medicaid pro- 
grams), it has been difficult to quantitate the pre- 
cise magnitude of such support or to determine 
whether “educational” monies are truly utilized for 
education. Because of this, as well as to provide a 
reliable and equitable financing system, medical 
educators (and some policy makers) are pressing 
for the establishment of a “shared responsibility” 
or “all-payer” system to finance graduate medical 
education. By ensuring a broad involvement of state 
and private sector medical insurance systems, to- 
gether with Medicare, ’’shared responsibility” fi- 
nancing of graduate medical education would 
greatly facilitate consortium development, and 
COGME strongly supports such an approach. 
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The financing of community-based education 
is particularly troublesome because of statutory 
limitations on the direct flow of Medicare graduate 
medical education payments to health care deliv- 
ery sites other than hospitals and fiscal disincen- 
tives that limit the ability of hospitals to channel 
Medicare graduate medical education payments to 
community-based ambulatory care sites. The capi- 
tal costs of developing non-traditional educational 
sites and the negative impact of education on clini- 
cal productivity in the ambulatory environment 
raise similar concerns. 

Legislation to allow the Health Care Financing 
Administration to direct Medicare graduate medi- 
cal education payments to appropriately constituted 
consortia (and other organizations legitimately in- 
volved in graduate medical education) is long over- 
due. Ideally, such disbursement should not only 
include Medicare direct graduate medical educa- 
tion payments, but funds equivalent in purpose to 
Medicare indirect graduate medical education pay- 
ments as well. 

Indirect graduate medical education payments 
provide compensation for the additional inpatient 
costs incurred for the specialized services and treat- 
ment programs provided by teaching institutions 
and the additional costs associated with the teach- 
ing of residents, and have a vital role in maintain- 
ing the financial viability of teaching hospitals. 
However, such “additional costs” are not restricted 
to the inpatient environment alone. They arise in 
the ambulatory care arena, be it hospital clinic or 
community physician office, as well. As such, they 
are as worthy of support as inpatient educational 
costs, especially as the proportion of medical edu- 
cation conducted outside of hospitals increases. 

Mechanisms that would resolve all these diffi- 
culties have yet to be identified, but both statutory 
relief and fiscal incentives for academic medical 
centers to shift appropriate educational costs out 
of the inpatient and into the ambulatory environ- 
ment will be needed. As residents move to non-hos- 
pital training sites, the “additional costs” bom by 
hospitals should decline. This should allow the 
transfer of an appropriate portion of Medicare in- 
direct graduate medical education payments to con- 
sortia, with subsequent flow of these monies to the 
non-hospital entities actually incurring the costs of 
ambulatory care education. Without some mecha- 
nism of this sort, it is difficult to envisage how the 
substantial cost of education in the ambulatory en- 
vironment could be addressed. 

With these considerations in mind, if consortia 
are to have a role in restructuring the physician 
workforce, COGME recommends that: 



• Statutory limitations precluding the flow 
of Medicare graduate medical education 
payments to appropriately constituted edu- 
cational consortia be eliminated; 

• The costs of developing and maintaining 
hospital- and community-based ambula- 
tory care training sites be taken into ac- 
count when adjustments in Medicare direct 
and indirect graduate medical education 
payments are contemplated; 

• If an all-payer system for the support of 
graduate medical education is enacted, ap- 
propriately constituted consortia be able to 
receive payments from all health care pay- 
ers; and 

• The costs of developing and maintaining 
hospital and community-based ambulatory 
care training sites be carefully considered 
in any new system for financing medical 
education. 



PROVIDING OVERSIGHT FOR THE 
DEVELOPMENT & ASSESSMENT 
OF CONSORTIA 

A viable consortium model must provide for a 
substantive role in defining educational and work- 
force outcomes, determining the content and assess- 
ing the quality of medical education, and receiving 
and distributing educational resources. Such a role 
is best assured by promulgating national standards 
for educational consortia. However, the develop- 
ment of standards is unlikely to proceed efficiently 
in the absence of an appropriately constituted over- 
sight body. 

Consequently, COGME recommends that: 

• An appropriately constituted advisory 
body, reporting to the Secretary of Health, 
and Human Services, be empowered to guide 
the development of national standards for 
graduate medical education consortia; 

• These standards be directed at achieving 
national educational and workforce goals 
in an accountable and cost-effective man- 
ner; and 

• This advisory body also oversee the assess- 
ment of the effectiveness of consortia in 
achieving national educational and work- 
force goals. 

In making these recommendations, COGME 
recognizes the importance of similar bodies already 
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implemented or under consideration at the state 
level (for example, in New York and Tennessee), 
and encourages the joint development and imple- 
mentation of standards for educational consortia by 
appropriate national, state and regional oversight 
bodies. 



DEFINING THE ORGANIZATIONAL 
STRUCTURE THAT WOULD BEST 
SERVE EDUCATIONAL & 
WORKFORCE GOALS 

(Consortium Demonstration 
Projects) 

If consortia are to be an integral element of the 
graduate medical education system, it follows that 
they must be structured in a fashion that will en- 
hance their effectiveness. This should not be taken 
to imply that there is a single “correct” model 
against which all consortia should be measured or 
even that presently available information allows 
prediction of the “best” model. Nonetheless, there 
are certain characteristics that should be imbedded 
in any consortium, no matter how its developers 
intend to merge or restructure their individual or- 
ganizations. 

To justify public support, consortia demonstra- 
tion projects must be committed to providing a cost- 
effective administrative framework within which 
education and workforce reform can occur. In re- 
turn, all payers of health care services should pro- 
vide the funds necessary to ensure successful 
completion of the project. 

To delineate how consortia might best be struc- 
tured to achieve national, regional and local edu- 
cational and workforce goals in an accountable and 
cost-effective manner, COGME recommends that: 

• Funds be provided for twelve consortium 
demonstration projects; 

• In the absence of enactment of an ^alN 
payer^^ fund for graduate medical educa- 
tion, the federal government provide these 
funds, but the states and private medical 
insurance sector be encouraged to provide 
matching support; 

• Funds be awarded on the basis of a peer 
reviewed, competitive process; 

• Four projects be initiated each year in fis- 
cal years 1998, 1999 and 2000; and 

• Each project be funded for an initial pe- 
riod of three years, with the opportunity 



for renewal for an additional two three-year 
periods, for a total of nine years. 

To promote innovation, the financial risks in- 
herent in these projects, especially in altering the 
size and composition of graduate medical educa- 
tion programs, should be reduced. Neither the con- 
sortium collectively, nor its individual partners, 
should stand to lose graduate medical education 
payments during the demonstration period. How- 
ever, any “hold harmless” provision should be made 
contingent on the consortium agreeing to a 
“workforce contingency”; that is, agreeing to re- 
structure its training programs in a defined fashion 
(see pp. 47-49 & Table 18, for an example). 

With these considerations in mind, COGME 
recommends that: 

The consortium as a whole, and its in- 
dividual members, be held ‘‘financially harm- 
less” (Medicare direct and indirect graduate 
medical education payments, and if possible 
state and private sector graduate medical edu- 
cation payments as well, be guaranteed at their 
respective levels the year prior to the award) 
for the duration of the award, but only pro- 
vided that the consortium agrees to predefined 
standards for changing the size and/or compo- 
sition of its residency training programs. 

Demonstration project funding could also con- 
tain incentives to ensure certain organizational 
structures (for example, the transfer of official spon- 
sorship of residency programs from individual 
members to the consortium) and to promote physi- 
cian workforce policy goals (for example, increas- 
ing the proportions of generalist, women and mi- 
nority residents, increasing the number of graduates 
practicing in Health Professions Shortage Areas, 
and so on) (Table 19). 

PROMOTING EDUCATIONAL 
CONSORTIA 

Determining how educational consortia might 
best be structured will likely prove a more simple 
task than promoting their widespread implementa- 
tion. Consortia are still relatively rare. One reason 
for this is that, for the most part, policy makers have 
yet to devise financing methods that favor, or even 
use, consortia. To promote the development of con- 
sortia, federal and state policy makers will have to 
provide appropriate incentives. 

Incentives to promote the widespread develop- 
ment of consortia could be modeled after those 

7 



NINTH REPORT OF COGME 



8 



o 

ERIC 



established by the consortia demonstration projects. 
At a minimum, these should include financial in- 
centives that would enhance the composition, geo- 
graphic distribution and diversity of the physician 
workforce. In addition, these incentives ideally 
should have a “shared responsibility” mantra, in- 
cluding defined contributions from all payers of 
health care services: Medicare, Medicaid and the 
private insurance industry alike. 

Accordingly, COGME recommends that: 

• Federal and State governments develop 
health care reimbursement incentives for 
the organization of consortia that would 
achieve educational and physician 
workforce goals in an accountable and cost- 
effective manner; 

• Reimbursement incentives include Medi- 
care, Medicaid and private sector gradu- 
ate medical education payments; and 

• These incentives be phased in progressively 
over a period of 3 to 5 years. 



EPILOGUE 

Implementing and guiding such an ambitious 
initiative will require conscious efforts not only on 
the part of consortium organizers but also by policy 
makers and the leadership of academic medicine, 
as well as input and support from all sectors of the 
health care industry. Medical education consortia 
should not be viewed as a panacea for all the prob- 
lems of the present system of medical education. 
Consortia, acting alone, cannot deal with the sepa- 
ration of responsibility for medical education or the 
malalignment of medical education with health care 
needs. These are tasks for the leadership of aca- 
demic medicine as a whole. Nor should the con- 
cept of medical education consortia — or its avid 
promotion — be used to divert attention from the 
lack of a secure funding base for medical educa- 
tion, the service needs of academic medical cen- 
ters or the health care needs of the uninsured. Most 
importantly, the promotion of medical education 
consortia should not be seen as a substitute for re- 
forming the financing of graduate medical educa- 
tion (or medical education in general) or for sub- 
stantive reform of the health care system itself. 

Until there are unambiguous incentives for ex- 
panding the content, and diversifying the process, 
of medical education, health care delivery expec- 
tations will likely continue to exceed the perform- 
ance of the present health care system. There is no 



inherent linkage between the concept of medical 
education consortia and the quality of medical edu- 
cation. Conscious efforts on the part of consortia 
to address the quality of medical education and 
aggressive enforcement of standards on the part of 
accrediting and licensing bodies will be necessary 
if consortia are to be a force in maintaining and 
enhancing educational quality. This is a task that 
will require the active and explicit support of the 
leadership of academic medicine, and a realization 
on the part of policy makers that quality is best as- 
sured by reorganizing graduate medical education 
around the institutions best equipped to deal with 
it — the nation’s universities and medical schools. 

The idea that graduate medical education con- 
sortia, in and of themselves, will be able to improve 
the composition, geographic distribution and diver- 
sity of the physician workforce is also seriously 
flawed. There is no inherent linkage between the 
concept of medical education consortia and the 
achievement of national physician workforce ob- 
jectives. Conscious efforts on the part of consortia 
to address physician workforce objectives and ap- 
propriate incentives on the part of policy makers to 
encourage and require them to do so will be neces- 
sary if consortia are to be a means or a force in 
meeting those objectives. This is a task that will 
require extensive input from all sectors of the health 
care industry and the experience of a broad range 
of social, economic and legal policy experts as well. 

COGME believes that the consortium concept 
could serve both as a catalyst and as a unifying force 
in reorganizing medical education. COGME fur- 
ther believes that appropriately structured educa- 
tional consortia could provide a solid foundation 
upon which substantive educational and workforce 
reform could take place. Such a role requires that 
consortia have the local authority and responsibil- 
ity to determine the content and assess the quality 
of medical education, to define educational and 
workforce outcomes, and to receive and distribute 
educational resources. 

COGME considers support of the specific rec- 
ommendations in this report a wise and prudent 
investment in the continuing effort to provide the 
nation with easy and equal access to comprehen- 
sive, high quality health care. However, COGME 
emphasizes that although consortia may provide a 
fertile environment for reform, reform will not take 
root until more deep-seated problems in the gover- 
nance and financing of medical education are re- 
solved and the health care system itself is restruc- 
tured. It is only within such a broad context that an 
appropriate template for the reform of medical edu- 
cation will be found. 
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BACKGROUND 

The United States faces an overabundance of 
physicians that will extend well into the next cen- 
tury, most of the excess being accounted for by cer- 
tain categories of specialists and subspecialists.* 
Whether the number of primary care practitioners 
will be sufficient to meet the needs of the newly 
emerging health care system is more controversial, 
a clear determination hinging on precisely how this 
group is defined,^ the extent to which subspecialists 
already provide primary care,^ the feasibility of re- 
training subspecialists as generalists,"^ and the roles 
that will be assumed by advanced practice nurses 
and other non-physician providers in the health care 
delivery system.^ 

At the same time, policy makers, the managed 
care industry and leaders of academic medicine 
express concern that the traditional medical educa- 
tion system is not providing all the competencies 
necessary for the effective practice of medicine, 
especially in the modem health care market place. ^ 
More training in ambulatory care, more commu- 
nity physician role models and more interaction 
with other health care professionals are increasingly 
advocated. 

The physician workforce is the product of a 
large and heterogeneous enterprise — an enterprise 
that has been slow to change in the past and which 
has yet to achieve consensus on how to reshape it- 
self for the future. At the core of this heterogeneity 
is a broad and complex mission involving health 
care, biomedical research and medical education.’ 
More than mission complexity, however, reform is 
hampered by the absence of an integrated system 
of governance for medical education in general, and 
for graduate medical education in particular. 

The separation of responsibility for medical 
education between universities, medical schools and 
teaching hospitals makes coordination, let alone 
substantive change, difficult. It is at the “interfaces” 
that the lack of a seamless educational continuum 
is, perhaps, most evident. Given the current divi- 
sion of responsibility between universities and 
medical schools, for example, how can pre-medi- 
cal and medical undergraduate courses in the sci- 
ences and humanities be integrated? Similarly, 
given the division of responsibility between medi- 
cal schools and teaching hospitals for undergradu- 
ate and graduate medical education, how can the 
transition from student to supervised practitioner 
be facilitated? 



Fragmented governance is a particular problem 
at the level of graduate medical education, where 
hospital executives, clinical service chiefs, medi- 
cal school deans and academic department chairs 
often represent different constituencies and have to 
respond to a confusing plethora of accrediting and 
certifying bodies and other professional organiza- 
tions.^ The increasing emphasis on education in 
ambulatory care settings,^ puts further stress on the 
present system of governance. 

Reform is made more difficult still by the ero- 
sion of what was previously a relatively secure fund- 
ing base for graduate medical education,*® by un- 
certainty regarding how an expansion of ambulatory 
care education will be financed, and by the heavy 
service needs of academic medical centers, many 
of which shoulder a disproportionate share of medi- 
cal care for the indigent.** 

In order to teach those competencies necessary 
in a managed care world and to contain health care 
costs, multiple health care provider and planning 
organizations must be involved. The day when 
medical education could be confined to one entity, 
the university hospital or its surrogate, has passed. 
Once said, then new systems for addressing physi- 
cian workforce issues, for the measurement and 
maintenance of educational quality, for the admin- 
istration of educational programs, for allowing in- 
put from the various stakeholders, and providing 
for an equitable distribution of resources are both 
reasonable and necessary. In principle, the consor- 
tium concept fulfills this need. 

EXPECTATIONS & DEFINITIONS 

Given the turmoil in the health care system, 
suggestions that academic medicine lacks an ap- 
propriate template for reconfiguring medical edu- 
cation, especially graduate medical education, are 
hardly surprising. It is within this context that the 
formation of local or regional “educational consor- 
tia” has been advanced as a way to reorganize medi- 
cal education. Consortium advocates stress the im- 
portance of recognizing and promoting diversity in 
an inherently pluralistic society. They also point to 
the fact that different medical schools and gradu- 
ate medical education programs have diverse, and 
oftentimes complementary, strengths and objec- 
tives, and that this diversity is the ultimate source 
of the spirit of inquiry and innovation that will be 
necessary to anchor any future health care system. 
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Thus, while not necessarily excluding a coordinat- 
ing or oversight role for a national council, consor- 
tium advocates emphasize the need to maintain 
control of graduate medical education, and espe- 
cially the distribution of training positions, at a lo- 
cal or regional level. 

Mutual partnerships and collaborations have 
long been an essential element for successful medi- 
cal education, and consortia provide a means of 
perpetuating, and where necessary expanding, such 
interactions in the future. Consortia presently oc- 
cupy the middle portion of the spectrum of entities 
involved in graduate medical education, bridging 
the territory between traditional affiliations on the 
one hand and acquisitions or mergers on the other. 
Consortia differ substantially from affiliations, 
which imply no formal organization or collabora- 
tion beyond that stipulated by the agreement, are 
typically bilateral (rather than multilateral), and are 
usually negotiated independently with each part- 
ner (rather than collectively among a broader range 
of partners). Consortia also differ substantially from 
acquisitions or mergers, which lead to the forma- 
tion of a single organization (rather than a coop- 
erative alliance of institutions with shared interests) 
and imply a pooling of all assets and a surrender of 
fiduciary control (neither of which occurs during 
the formation of a consortium). 

Graduate medical education consortia are pres- 
ently extremely varied organizations — so much so 
that finding a common operating definition is prob- 
lematic. Proponents of educational consortia 
oftentimes use the term loosely while embracing 
the concept to advance a particular agenda. None- 
theless, the expectations of several key advocacy 
groups and the definitions used in two recent na- 
tional surveys of educational consortia provide a 
convenient starting point for amplifying the con- 
sortium concept. 

Council on Graduate Medical 
Education (COGME)'^ 

• The consortium approach is most compatible 
with the principles established for attaining 
workforce goals for total supply and specialty 
mix. 

• The consortium approach minimizes federal 
government micromanagement and maximizes 
private sector input, flexibility and creativity. 

• Each consortium collectively would make de- 
cisions about its mix of positions based on lo- 
cal needs and under broad national guidelines. 

• Decisions would be made collectively, based 
in part on local, state and regional health care 



system requirements and the quality of the edu- 
cational setting. 

• Each consortium would be required to include 
one or more allopathic or osteopathic medical 
schools and a diversity of other organizations 
who produce physicians or which represent the 
public. 

• Designating a medical school responsible and 
accountable for the consortium would help in- 
tegrate the currently fragmented system of un- 
dergraduate and graduate education. 

• All institutions training residents would be 
required to join a consortium. 

• Graduate medical education funds would be 
provided to approved academic consortia who 
commit to limit total positions filled in accred- 
ited programs to those allocated and to con- 
tribute to the national goal of producing 50% 
generalist graduates. 

• The funds would follow residents to their sites 
of training to cover appropriate faculty and 
overhead costs, as well as the costs of coordi- 
nating the consortium. 

New York State Council on 
Graduate Medical Education'^^ 

• Graduate medical education consortia, with 
medical schools playing an integral role, are 
the optimal organizational structures for gradu- 
ate medical education. 

• Consortia can enhance the educational qual- 
ity of residency programs. 

• Through consortia, medical schools, their af- 
filiated hospitals, and other teaching sites can 
jointly define the educational needs of resi- 
dents and coordinate the development of core 
curricula, placement of residents, and alloca- 
tion of educational resources in a way that is 
both efficient and responsive to the needs of 
society. 

Association of American Medical 
Colleges' 

• Forming medical education consortia . . . could 
permit and facilitate residency program spon- 
sors and educational sites to address objectives 
such as better integration and continuity of un- 
dergraduate and graduate training programs. 

• . . . could enhance program quality, improve 
resident recruitment and services, provide and 
encourage increased ambulatory care 
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experiences, and coordinate planning of medi- 
cal education and service delivery systems. 

• . . . might provide an effective mechanism for 
interfacing local work force, educational, and 
delivery system considerations with planning 
and associated activities of the National Phy- 
sician Resources Commission and with re- 
gional, state and local commissions. 

• All consortia would involve one or more medi- 
cal schools to facilitate continuity in educa- 
tion. 

• Existing sponsors of graduate medical educa- 
tion programs, especially hospitals, would be 
important participants in any consortium. 

• Each consortium would develop its own gov- 
ernance arrangements in accord with local con- 
siderations. 

American Osteopathic Association^^ 

• The evaluation and approval of osteopathic 
postdoctoral training programs has recently 
been changed, and now focuses on the accredi- 
tation of “Osteopathic Postdoctoral Training 
Institutions” (OPTIs) — which function as 
graduate medical education consortia. 

• The benefits realized from this new process 
will include the assessment of an institution’s 
financial and philosophical ability to provide 
quality training programs, and the assurance 
to interns and residents of entering education- 
ally and financially stable programs. 

• An OPTI consists of one or more colleges of 
osteopathic or allopathic medicine (approved 
by the American Osteopathic Association or 
the Liaison Committee on Medical Education), 
one or more hospitals (approved by the Ameri- 
can Osteopathic Association or the Joint Com- 
mission on Accreditation of Health Care Or- 
ganizations), and non hospital ambulatory sites 
such as community health centers, medical 
group practices or managed care entities. 

• The required partnership within an OPTI be- 
tween the traditional hospital training site and 
the osteopathic medical school assures a nec- 
essary bond of clinical and didactic training. 

• Each OPTI shall at a minimum offer an intern- 
ship and two residency programs, at least one 
of which must be in primary care (family medi- 
cine, internal medicine, obstetrics and gyne- 
cology or pediatrics. 

• The minimum number of approved and funded 
training positions in each of the OPTI’s par- 



ticipating institutions’ internship programs is 
four (4). The minimum number of approved 
and funded training positions in each of the 
OPT’s participating institutions’ residency pro- 
grams is three (3). 

• All institutions holding American Osteopathic 
Association postdoctoral training approval 
prior to implementation of OPTI accreditation 
must apply for accreditation as a new OPTI 
during a four year phase-in period, to be com- 
pleted by 1999. 

MMC/AAMC Survey of GME 
Consortia^ ^ 

• Formal associations among one or more medi- 
cal schools, teaching hospitals and other or- 
ganizations involved in residency training de- 
veloped to provide centralized support, 
direction and coordination for member insti- 
tutions, so that they can function collectively. 

• Consortia differ substantially from the affilia- 
tion agreements between hospitals and medi- 
cal schools which imply no formal organiza- 
tion or collaboration beyond that stipulated by 
the agreement. Affiliation documents are typi- 
cally bilateral and negotiated independently 
by a medical school with each affiliate. 

• Consortia also differ from Area Health Edu- 
cation Centers (AHECs).... AHECs have 
served in a number of instances as the bases 
for graduate medical consortia, but AHECs 
have a broader mandate. They have trained 
many types of health professionals and ad- 
dressed health care delivery issues, primarily 
in underserved areas. 

AAMC/CHP Survey of GME 

CONSORTIA^^ 

• Formal partnerships, involving two or more 
separate institutions involved in graduate 
medical education, formed to reorganize or 
strengthen medical education and character- 
ized by shared and joint decision making. 

• “Separate” was chosen in order to exclude or- 
ganizations that might otherwise have met the 
definition, but which function as fully merged 
corporate entities. Although the education and/ 
or workforce goals of such organizations may 
mirror those of graduate medical education 
consortia, their governance and operational 
unity distinquish them from consortia. 

• “Shared and joint decision making” was cho- 
sen as the key governance element because 
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without it mutual trust, so important to the 
functioning of a multilateral organization, 
would be unlikely to flourish. 

• “Joint decision making” was also utilized to 
help separate ‘consortia from traditional affili- 
ations. Affiliation agreements are usually or- 
ganized by and around a single dominant en- 
tity, most often an academic medical center or 
major teaching hospital. Affiliated institutions 



may be part of a consortium, but an affiliation 
agreement in and off itself does not constitute 
a graduate medical education consortium if it 
lacks the joint decision making element. 

• Consortia may be multidisciplinary in nature 
(i.e., include two or more medical specialties 
or disciplines) or involve only a single medi- 
cal specialty or discipline (e.g., family prac- 
tice, pediatrics, orthopedics, etc.). 
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Key Attributes 



A ny examination of the purpose of educa- 
tional consortia must take into account at 
least three conceptually distinct, but opera- 
tionally intertwined, elements: maintaining, and 
where necessary, enhancing the quality of medical 
education, especially graduate medical education 
(“educational enhancement”), generating and main- 
taining a well-balanced physician workforce 
(“workforce reform”), and improving management, 
and potentially reducing cost, by providing consis- 
tency across different training sites and sponsors 
and by providing an effective forum for dispute 
resolution (“improved administration”). The dy- 
namic tension between these three core themes, 
when blended by the differing goals, alliances and 
constituencies of a particular organization’s archi- 
tect, should produce a dominant theme or purpose 



Table 1 - Reasons for Convening Consortia 



Improve member relations 81% 

Inprove resident recruitment 75% 

Improve teaching resources 64% 

Curriculum design 61% 

Centralize payroll, benefits, resources 61% 

Integrate undergraduate & graduate education 58% 

Facilitate accreditation 56% 

Increase ambulatory experiences 56% 

Increase physicians in underserved areas 50% 

Increase generalist physicians 42% 

Increase minority physicians 31% 

Percentages of consortia choosing the reasons specifies. 



Source: MMC/AAMC Survey^' 



Table 2 - Dominant Themes 



Education, workforce & administration 23% 

Education & workforce 20% 

Education & administration 17% 

Workforce & administration 3% 

Education 23% 

Workforce 3% 

Administration 10% 



Percentages of consortia giving the highest possible priority to one or more of 
three individual themes (see text for details). 

O Source: AAMC/CHP Survey^^ 



that is reflected in the mission, structure (gover- 
nance and authority) and function (operations) of a 
consortium. These themes should also be evident 
in the consortium’s educational programs and in 
its overall impact or achievements. 

Whatever the specific goals and overall struc- 
ture of a particular consortium, there is a common 
set of attributes that will influence its success as a 
vehicle within which a variety of partners with 
oftentimes disparate interests must function. Two 
recent surveys of graduate medical education con- 
sortia — conducted by the Association of American 
Medical Colleges in conjunction with the Maine 
Medical Center in 1993 (MMC/AAMC Survey)*^ 
and the Center for the Health Professions at the 
University of California, San Francisco in 1995 
(AAMC/CHP Survey)*^ — have striven to define 
these attributes while describing the present status 
of educational consortia in the United States. The 
MMC/AAMC Survey included 36 functioning con- 
sortia that accounted for nearly 10% of all gradu- 
ate medical education programs and 17% of all resi- 
dents nationwide. The AAMC/CHP Survey 
included many of these consortia, but analysis was 
restricted to the 30 multidisciplinary, non-military 
consortia that made up two-thirds of the respon- 
dents — a database that is estimated to represent 
about 80% of such consortia operating in the United 
States in the latter half of 1 995. The major findings 
that have emerged from these two surveys are sum- 
marized in succeeding sections. 



MISSION & MEMBERSHIP 

A wide variety of reasons are given for conven- 
ing consortia, with dispute resolution, improving 
the recruitment of residents, and enhancing the con- 
tent and administration of educational programs 
figuring most prominently (Table 1). However, no 
matter how laudatory, none of these individually 
can substitute for a collective vision centered 
around one or more of the dominant themes already 
described: educational enhancement, workforce 
reform and improved administration. Most consor- 
tia have varied missions. In the AAMC/CHP Sur- 
vey, only about one-third of consortia reported a 
single priority, generally educational enhancement 
or improving administration (Table 2). In contrast, 
over two-thirds reported that they had multiple pri- 
orities — priorities that almost always included edu- 
cational enhancement, however. 
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Table 3 - Educational Enhancement 



Enhancing graduate medical education 93% 

Enhancing undergraduate medical education 53% 

Enhancing continuing medical education 53% 

Educating other health care professionals 30% 

Promoting interdisciplinary health care teams 30% 



Percentages of consortia rating each potential mission element as a 4 or 5 on a 


scale of 1 (unimportant) to 5 (extremely important). 








Source: AAMC/CHP Survey^^ 


Table 4 - Membership 




School of Nursing 






School of Dental Medicine 






School of Podiatric Medicine... . 






Allied Health Program 






Social Work Program 






Physician Assistant Program.... 




30% 


Public Health Center 






Community Practice 






Government Healthcare Planning Agency 




10% 


Private Health Planning Agency.... 




7% 


Health Maintenance Organization 




20% 


Employer Alliance 






Patient (consumer) Organization 




7% 


Percentages of consortia with members as specified. 








Source: AAMC/CHP Survey^^ 


Table 5 - Workforce Reform 




Workforce Size & Composition 

increase output of generalists 




63% 


Reduce output of subspecialists 




30% 


Limit overall number of physicians trained 




30% 


Workforce Diversify 

Improve gender balance 






Improve racial and ethnic diversity 




33% 


Workforce Distribution 

increase practitioners in inner cities 




40% 


Increase practitioners in rural areas . 




27% 


Research Workforce 

Increase basic biomedical investigators ... 




3% 


Increase clinical investigators 






Increase health services researchers 




10% 



Percentages of consortia rating each potentiai mission eiement as a 4 or 5 on a 
scaie of 1 (unimportant) to 5 (extremeiy important). 




Source: AAMC/CHP Survey^^ 



Although the vast majority of consortia con- 
sider enhancing the quality of graduate medical 
education an important part of their mission, 
they have considerably less interest in undergradu- 
ate or continuing medical education (Table 3). 
Nonetheless, virtually all currently active consor- 
tia include at least one medical school, and several 
have multiple medical schools.*^’’’ As of late 1995, 
at least 32 different allopathic schools (25% of the 
allopathic schools in the United States) and two 
osteopathic schools were involved in multi- 
disciplinary graduate medical education consortia 

Relatively few consortia actively participate in 
the training of non-physician health care profes- 
sionals (Table 3). This is hardly surprising given 
the paucity of non-physician schools or training 
programs in consortia (Table 4). Likewise, relatively 
few consortia include public health centers, com- 
munity practices, and health care planning agen- 
cies as members. 

Education and workforce goals are not always 
clearly delineated by consortia. As many as one- 
third of consortia responding to the AAMC/CHP 
Survey did not have formal vision/mission state- 
ments, and where such statements existed impor- 
tant elements were sometimes missing.*’ For ex- 
ample, although about three-quarters of these 
statements explicitly recognized the importance of 
community-based education, only about half noted 
the importance of the scientific basis of medical 
practice, and only a minority included comments 
on aligning health care provider output with health 
care needs or matching practice skills with the needs 
of the delivery system. 

In contrast to the strong emphasis on enhanc- 
ing education, fewer consortia consider workforce 
reform an important objective (Tables 1 & 5). In 
the AAMC/CHP Survey, although increasing the 
output of generalists was generally viewed favor- 
ably, there was considerably less interest in reduc- 
ing subspecialist output, and few consortia dis- 
played enthusiasm for limiting the overall number 
of physicians trained (Table 5). 

Likewise, although certain individual consor- 
tia may have felt differently, for the most part con- 
sortia manifested only limited interest in improv- 
ing either the diversity or geographic distribution 
of the physician workforce (Table 5). They also 
expressed little interest in restructuring the research 
workforce, an indifference that included not only 
basic biomedical research but clinical investigation 
and health services research as well (Table 5). 

24 
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GOVERNANCE & AUTHORITY 

Less than half of the consortia responding to 
the MMC/AAMC Survey had governing boards that 
set policy. In the AAMC/CHP Survey (Table 6), 
about half of the consortia were legally incorpo- 
rated, functioning with a board of directors and for- 
mal by-laws; the remainder were either governed 
by an institutional agreement, which included a 
formal memorandum of understanding and a joint 
oversight committee or structured as informal co- 
operative ventures, consensus driven and organized 
around a common working group. Despite such 
structural differences, many consortia appear to 
function democratically, with equal representation 
and input by all members, rather than being directed 
by a medical school or teaching hospital (Table 7). 

Although many consortia have policy-setting 
governing boards of one type or another, they vary 
greatly in their scope of authority, relatively few 
having formal, written policies defining such im- 
portant operational issues as the management of 
graduate medical education revenues and expendi- 



Table 6 - Structure 



Legally incorporated 53% 

Institutional agreement 37% 

Informal cooperative venture 10% 



Percentages of consortia with the structure specified. 

Source: AAMC/CHP Survey^^ 



Table 7 - Function 



Equal and democratic ... 
Medical school directed 
Hospital directed 



...72% 


45% 


...21% 


37% 


7% 


18% 



Percentages of consortia functioning in the manner specified (AAMC/CHP 
Survey — left column; MMC/AAMC Survey — right column). 



Source: MMC/AAMC & AAMC/CHP Survey^®* 



Tables- Authority 



Educational Authority 

Standards & quality evaluation 67% 

GME sponsorship — education 70% 



Workforce Authority 

GME sponsorship — workforce 73% 

Generalist preference 30% 

Practice location preference 13% 



Percentages of consortia with authority as specified (see text for definitions). 




Source: AAMC/CHP 



tures, negotiating rights, dispute resolution and 
member sanctions.’^ In contrast, a majority of con- 
sortia do have formal policies regarding such basic 
issues as changes in governance, voting rights, ad- 
mission of new members and graduate medical edu- 
cation program sponsorship. 

In the MMC/AAMC Survey, only slightly more 
than half of the consortia had authority to allocate 
resources; in the remainder, individual members 
acted just as they would have in the absence of a 
consortial relationship. Moreover, those consortia 
that did allocate resources usually did so by deter- 
mining numbers of residency positions rather than 
by providing financial support for residents or fac- 
ulty. 

In the AAMC/CHP Survey,*^ *^ the majority of 
consortia felt that they had sufficient authority to 
enhance education, including authority to set edu- 
cational standards and evaluate training program 
quality (standards & quality evaluation) and author- 
ity to distribute residency positions between com- 
peting programs in the same discipline (GME spon- 
sorship-education) (Table 8). 

However, authority to effect changes in the phy- 
sician workforce was more varied. The majority of 
consortia felt that they had authority to allocate 
residency positions between different disciplines 
(GME sponsorship-workforce), but a distinct mi- 
nority reported having authority to give preference 
to applicants who planned careers as generalists 
(generalist preference) or who planned to practice 
in medically underserved areas (practice location 
preference) (Table 8). 



ADMINISTRATION & 
MANAGEMENT 

Having authority is one thing, but translating it 
into operational control may be quite another. This 
is perhaps best illustrated by considering graduate 
medical education program sponsorship. Ideally, 
one might expect a single official sponsor, the con- 
sortium itself, in each discipline (“official” being 
defined in terms of recognition by the appropriate 
accrediting body). However, less than half of the 
consortia responding to the AAMC/CHP Survey 
reported that they officially sponsored all the pro- 
grams operating within their member institutions 
(Table 9). 

One might also expect to find a single, inte- 
grated program in each discipline or specialty rep- 
resented in the consortium (“integrated” being de- 
fined as a single, unified program in a particular 
discipline with residents rotating through member 
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institutions, as appropriate). If nothing else, this 
would obviate the need for distributing residents 
among competing programs of variable quality. 
However, only about one-third of the consortia re- 
sponding to the AAMC/CHP Survey had integrated 
graduate education programs in all specialties or 
disciplines represented, and several consortia had 
no integrated programs at all (Table 9). 

Governance and authority are also reflected in 
fiscal operations. Not surprisingly, the vast major- 
ity of consortia maintain individual hospital-based 



Table 9 - GME Program Organization 



GME Program Sponsorship 

Consortium sponsors— all .... 
Consortium sponsors — some 
Consortium sponsors — none 
GME Program Integration 

All integrated 

Some Integrated 

None integrated 



41% 


NA 


31% 


NA 


28% 


NA 


37% 


40% 


,53% 


40% 


.10% 


20% 



Percentages of consortia with GME programs organized as specified (AAMC/CHP 
Survey— left column; MMC/AAMC Survey— right column). NA = not available; 

GME = graduate medical education 

Source: MMC/MMC & AAMC/CHP Survey'® '^ 



Table 10 - Finances 



Proportional sharing of costs 

Underwritten by teaching hospital(s) 
Underwritten by medical schoos(s).. 
Special appropriations or grants 



...52% 


18% 


...35% 


42% 


3% 


10% 


...10% 


30% 



Percentages of consortia characterizing cost apportionment in the manner 
specified (AAMC/CHP Survey— left column; MMC/AAMC Survey— right column). 



Source: MMC/AAMC & AAMC/CHP Survey'® '^ 



Table 11 - Administration and Management 



Resident recruitment 

Financial & personnel policies 

Resident supervision & evaluation 

Faculty evaluation 

Graduate medical education program quality 

Interface with outside organizations 

Educational resource management 



40% 

53% 

23% 

33% 

53% 

53% 

20 % 



Percentages of consortia with common, 
specified. 

O 



centralized management In the areas 

Source: AAMC/CHP Survey^^ 



accounts for Medicare direct graduate medical edu- 
cation payments (trainee salaries/benefits, super- 
vising faculty salaries/benefits, and allocated over- 
head). ‘^Perhaps more pertinent, however, is whether 
a consortium, rather than its individual members, 
controls the disbursement of residency training 
funds. Interestingly, fully half of the consortia re- 
sponding to the AAMC/CHP Survey reported that 
residents’ salaries and benefits were controlled by 
the consortium as a whole. 

Aside from the Medicare and Medicaid pro- 
grams, many consortia also receive funding from 
other sources, including a variety of Title VII pro- 
grams, the Department ofVeterans Affairs, state and 
local government appropriations and grants, and 
private foundations.'*^’*"^ In a number of consortia 
support is also derived from member contributions 
or taxes, and one can reasonably assume that 
graduate education payments from private insurers 
are involved as well. 

Exactly how all these revenue streams are 
treated is unknown, but costs are not always equi- 
tably distributed. For example, only about half of 
the consortia responding to the AAMC/CHP Sur- 
vey reported that overall costs (defined as all the 
costs of doing business — operating costs, capital 
investment, debt service, and so on) were propor- 
tionally shared by all members of the consortium 
(Table 10). In contrast, less than one-quarter of the 
consortia in the earlier MMC/AAMC Survey re- 
ported proportional cost sharing. Whether the dif- 
ference in the two studies is sample related, reflects 
differences in the way financing was dealt with in 
the two questionnaires, or represents a real change 
over time is unclear. 

For reasons of efficiency alone, one might ex- 
pect consortia to have common, centralized admin- 
istrative and management systems covering such 
areas as resident recruitment (advertising, applica- 
tion procedures, selection standards, and the like), 
financial policies (salaries, financial counseling, 
loans, loan deferment, and the like), personnel poli- 
cies (benefits, work hours, moonlighting, grievance 
procedures, and the like) and scheduling policies 
and procedures. For quality as well as administra- 
tive reasons, one might also expect common stand- 
ards, policies and procedures for resident supervi- 
sion and evaluation, and perhaps for the evaluation 
of supervising faculty as well. Given the importance 
and complexity of program accreditation, the over- 
all evaluation of graduate medical education pro- 
gram quality might also be expected to be an un- 
dertaking of the consortium as a whole. However, 
the available information does not support the wide- 
spread adoption of common administrative proce- 
dures by^consortia (Table 1 1). 
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MEDICAL EDUCATION 

Consortia should not be expected to reinvent 
the entire process of medical education or even to 
assume all the responsibilities of their individual 
members. Nor would it be productive for consortia 
to deal with discipline-specific competencies. In- 
stead they should function as umbrellas under which 
medical education is reorganized and as guardians 
of the educational environment, ensuring appropri- 
ate emphasis of those aspects of medical education 
that should be common in the training of all physi- 
cians no matter their particular specialty or ultimate 
mode of practice. 

Six broad areas — training program orientation, 
clinical resources, teaching resources, role models 
& mentors, curriculum, and evaluation & assess- 
ment — were assessed in the AAMC/CHP Survey.*”^ 
In each area, consortia were asked to consider 
whether the consortium as a whole, as opposed to 
any of its individual members, had addressed a se- 
ries of from 7 to 10 specific educational elements. 
Respondents were told that, at a minimum, “ad- 
dressed” implied the existence of a well-defined 
plan to bring the issue to closure, but that complete 
resolution need not be considered a prerequisite for 
a positive response. 

Program Orientation 

To assess the “balance” between education and 
service, the following issues were examined: resi- 
dent caseloads and work hours, career and personal 
counseling opportunities, presence of computerized 
medical information systems (laboratory and radi- 
ology reports, and so on), availability of ancillary 
clinical (nurse specialists, physician assistants, and 
the like), technical (phlebotomists, respiratory 
therapists, and the like) and clerical support, and 
resident transportation between training sites. With 
the exception of work hours, personal counseling 
and computerized information systems, many con- 
sortia have yet to address these issues.*’ 

Clinical Resources 

Numbers and types of ambulatory and hospi- 
talized patients, patient diversity (gender, ethnic, 
cultural), practice diversity (modes of practice, de- 
livery models, and so on), community-based train- 
ing sites, extended care training sites (nursing 
homes, rehbilitation facilities, and the like), and the 
ease of clinical information transfer between train- 
ing sites (availability of computer networks, and 
so on) were all considered. With the exception of 



community-based training sites and practice diver- 
sity, two issues of special importance in the new 
training environment, most consortia have yet to 
address these issues.*’ 

Teaching Resources 

The evaluation of teaching resources included: 
training both residents and faculty to be elfective 
teachers and supervisors, structured learning pro- 
grams (case-based teaching, simulated patients, and 
the like), computer-based teaching (interactive pro- 
grams, telemedicine, and so on), medical reference 
systems (medline, virtual libraries, and so on), the 
development of a critical mass of clinician educa- 
tors, the nurturing of community-based faculty, and 
administrative support for educational programs. It 
is noteworthy that a substantial majority of consor- 
tia have addressed the need to provide appropriate 
administrative support to their educational pro- 
grams, and a majority have also dealt with faculty 
training and computerized medical reference sys- 
tems.*’ However, most have yet to address the re- 
maining issues.*’ 

Role Models & Mentors 

This category included an assessment of the 
availability of role models and mentors with ex- 
pertise in: primary care practice, practice in medi- 
cally-underserved areas, and research (clinical in- 
vestigation, behavioral research, health services 
research, and so on). The need for a gender and 
racially diverse faculty was also evaluated. With the 
notable exception of primary care practice, most 
consortia have yet to deal directly with these is- 
sues.*’ 

Curriculum 

Only curriculum elements that could be applied 
broadly, across all specialties, were chosen for scru- 
tiny: medical ethics; informatics (information evalu- 
ation and management); public health (health 
maintenence, nutrition, disease prevention, and the 
like); epidemiology; decision analysis and clini- 
cal effectiveness (outcomes) research methodol- 
ogy; technology assessment and utilization; clini- 
cal protocols, outcomes tracking and physician 
performance review; insurance, managed care 
and capitation economics; health care law and 
risk management; and clinical practice manage- 
ment. With the exception of medical ethics and 
informatics, most consortia have yet to address 
these issues.*’ 
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Evaluation & Assessment 

Consortia might be expected to review appli- 
cant and matriculant quality, and to maintain 
records of the practice choices and locations of their 
graduates. They should oversee policies and pro- 
cedures for evaluating traineee performance, and 
set generic guidelines for the assessment of the at- 
titudes and behavior, knowledge, and analytical and 
procedural skills of their trainees. They should also 
oversee the policies and procedures for evaluating 
supervising faculty performance. However, with the 
exception of policies and procedures for evaluat- 



ing trainee performance, most have yet to deal with 
these issues.*’ 

Summary 

Relatively few consortia appear to have dealt 
with medical education in a comprehensive fash- 
ion. In none of the six general areas examined, for 
example, had a majority of the consortia that re- 
sponded to the AAMC/CHP Survey addressed all 
the specified elements (Table 12). Perhaps even 
more striking is the number of consortia that had 
not addressed any of these elements (Table 12). 



Table 12 - Medical Education 



Program Orientation 

Clinical Resources 

Teaching Resources 

Role Models & Mentors... 

Curriculum 

Evaluation & Assessment 



All 


None 


N 


10% 


10% 


9% 


17% 


27% 


7% 


13% 


13% 


10% 


..3% 


33% 


9% 


10% 


20% 


10% 


13% 


30% 


8% 



Percentages of consortia that had addressed all or none of the elements in each of 
the six areas specified (see text). N = number of individual elements in each area. 



Source: AAMC/CHP Survey’^ 
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Outcome Measures 



M easuring the success of any organization 
ultimately requires objective standards by 
which performance can be judged. Al- 
though external standards will generally be more 
rigorous, internal standards should not be neglected. 
Indeed, ongoing self study has become a widely 
accepted mechanism for quality improvement. In 
the final analysis, consortia, no less than any other 



Table 13 - Achievements: Educational Enhancement 



Trainee Attributes 

Medical professionalism 56% NA 

Scientific literacy 63% NA 

Life long learning 53% NA 

Trainee Skiiis 

Generalist Practice skills 58% NA 

Subspecialist practice skills 29% NA 

Interdisciplinary practice skills 50% NA 

Managed care practice skills 35% NA 

Health services research skills 53% NA 

Clinical research skills 68% NA 

Basic biomedical research skills 35% NA 

Educational skills 63% NA 

Educationai Experiences 

Ambulatory experiences NA 58% 

Continuity of care experiences 68% NA 

Community-based education 60% NA 

Educationai Environment 

Curriculum design 63% 61 % 

Quality of resident applicant pool 50% 64% 

Appropriate role models & mentors 60% NA 

Research environment 63% NA 

Overaii Educationai Outcome 

Graduate medical education 90% NA 

GME training program accreditation 85% 61% 

Undergraduate medical education 80% NA 

Continuing medical education 60% NA 

Other health care professionals 35% NA 



Percentages of consortia reporting improvement in the areas specified. AAMC/ 

CHP Survey — left column: data from consortia in operation for at least two years. 
MMC/AAMC Survey— right column: data from all consortia responding to the 
survey. NA = not available; GME = graduate medical education 

O Source: MMC/AAMC & AAMC/CHP Surveys^^’^^ 



educational organization, will be held to the same 
expectations. The evaluation of accomplishments 
is important for any organization, but especially so 
when that organization is part of a relatively small 
group being promoted as a new model of medical 
education. 

Given that evaluation is necessary, it must be 
recognized that a temporal element is involved as 
well. New organizations require time to register sig- 
nificant accomplishments, especially when trying 
to change ingrained patterns of behavior, and even 
well established organizations evolve over time. 
Multilateral organizations with oftentimes dispar- 
ate interests like consortia are likely to evolve 
slowly, with a pace set by blossoming trust and 
mutual interdependence. In evaluating the achieve- 
ments of consortia it is also well to keep in mind 
that there are at least three standards against which 
consortia could be judged: against the expectations 
of consortium advocates, against their own priori- 
ties, and against potential competitors such as in- 
tegrated health systems. 

Sufficient information is now available to be- 
gin to compare the performance of consortia against 
their own priorities as well as against the expecta- 
tions of advocates and policy makers. How con- 
sortia and integrated health systems compare as 
educational vehicles is an issue that is likely to as- 
sume increasing importance in the near future, as 
both increase in numbers and influence. However, 
no information is available to provide the basis for 
such a comparison at the present time. 

Whatever the particular methodology employed 
in evaluating the achievements of consortia, atten- 
tion should be given to all three broad areas de- 
fined earlier: educational enhancement, workforce 
reform and improved administration (including 
both working relations and organizational effi- 
ciency to support educational programs). 



EDUCATIONAL ENHANCEMENT 

Most consortia are very positive about their 
impact on the overall quality of local educational 
programs, including both graduate and undergradu- 
ate medical education, and many report significant 
advances when queried about a wide variety of spe- 
cific aspects of education as well (Table 13). The 
majority of consortia responding to the AAMC/ 
CHP Survey reported improvements in generalist 
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practice skills, ambulatory and continuity of care 
experiences, and community-based education. 
However, many consortia appear to fall short in 
other areas relevant to clinical practice in the mod- 
em health care market place, perhaps most notably 



Table 14- Achievements: Workforce Reform 



Size 



All physician 


45%t, 22%§ 


NA 


Composition 

Generalists 


50%t, 56%§ 


31% 


Subspecialists 


28%t, 0%§ 


NA 


Diversity 

Females 


53%t 


NA 


Minorities 


50%t 


28% 


Distribution 

All underserved areas 


NA 


31% 


Rural areas 


37%t 


NA 


Inner cities 


33%t 


NA 


Research Workforce 

Health services researchers 


20%t 


NA 


Clinical investigators 


35%t 


NA 


Basic biomedical researchers 


17%t 


NA 



Percentages of consortia reporting increases in the production of physicians of 
the types specified. AAMC/CHP Survey—left column: fconsortia in operation for 
at least two years, §consortia in operation for less than two years. MMC/AAMC 
Survey — right column. I\1A = not available. 

Source: MMC/AAMC & AAMC/CHP Surveys^^'^^ 



Table 15 - Achievements: Improved Administration 
Working Relations 



Internal Relations 

Teaching hospitals 95% 

Medical school(s) and hospitals 90% 

External Relations 

Community physicians^ 53%^, 67%§ 

GME program sponsors/payers 72% 

Regulatory agencies 43% 

Managed care organizations 15% 



Percentages of consortia in operation for at least two years reporting improved 
relations among members (internal relations) or with other individuals or 
organizations (external relations), 
t Between community physicians and teaching hospitals. 

§ Between community physicians and medical school(s). 

GME = graduate medical education 



O 
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in the promotion of interdisciplinary and managed 
care practice skills (Table 13). 



WORKFORCE REFORM 

Physician output should be assessed in terms 
of national physician workforce goals and priori- 
ties, with the size, composition, diversity and geo- 
graphic distribution of the workforce all being kept 
in mind. In the MMC/AAMC Survey, less than one- 
third of consortia reported increasing the ouput of 
generalists (Table 14). Somewhat more extensive 
information is available from the AAMC/CHP Sur- 
vey, but here too only modest success in most areas 
of physician workforce restructuring was evident 
(Table 14). 

Nonetheless, it may be noteworthy, that whereas 
close to a majority of the consortia in operation for 
at least two years at the time of the AAMC/CHP 
Survey reported an increased output of physicians, 
only about one-quarter in operation for less than 
two years reported increasing the number of their 
graduates. With about half of the consortia in each 
group reporting increased production of general- 
ists, much of the increased output can be accounted 
for by generalists. However, 28% of the more es- 
tablished consortia also increased their production 
of subspecialists; in contrast, none of the newer 
consortia reported increasing the output of 
subspecialists. 

Whether these differences are the result of mar- 
ketplace forces alone, or of conscious decisions on 
the part of consortia organized during the time of 
the recent health care reform debate, is unclear. 
Likewise, it is too early to tell whether these changes 
simply mirror those that appear to be beginning 
within the larger academic community, or whether 
consortia as a group are outperforming their more 
traditional counterparts. 



IMPROVED ADMINISTRATION 

In general, consortia are quite positive about 
their ability to improve working relations. In the 
MMC/AAMC Survey, 8 1 % of the responding con- 
sortia reported improved collaboration between the 
“university and the community” and “dispute reso- 
lution” was noted to have been improved by 61% 
of consortia.*^ Similar results are evident in the 
AAMC/CHP Survey, in which a more detailed se- 
ries of questions — covering both internal and ex- 
ternal relations — was posed (Table 1 5). Almost all 
consortia reported improved internal working rela- 
tions. However, external relations were less con- 
sistently improved. Interestingly, very few consortia 




Source: AAMC/CHP Survey^^ 
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reported improved working relations with managed 
care organizations. 

For the most part, consortia are also very en- 
thusiastic about their ability to enhance organiza- 
tional efficiency (Table 16). Perhaps most impres- 
sive is the perceived reduction in the overall cost 
of graduate medical education administration, re- 
ported by a solid majority of consortia in the 
AAMC/CHP Survey. 

The broader achievements reported in the 
AAMC/CHP Survey, as compared to those in the 
MMC/AAMC Survey, may represent sample dif- 



ferences or be due to the fact that no adjustments 
were made in the earlier study for the time that the 
consortia had been in operation. When the AAMC/ 
CHP data are recalculated using all consortia, rather 
than just those in existence for longer than two 
years, the percentage reporting reduced costs de- 
creases by approximately 10%. Indeed, achieve- 
ments in all areas — including the coordination of 
residents’ salaries and benefits and the coordina- 
tion of undergraduate and graduate education — are 
reduced when more recently formed consortia are 
included in the analysis. 



Table 16 - Achievements: Improved Administration 
Organizational Efficiency 



Coordination of salaries & benefits 


....84%,79%t 


61% 


Resident recruitment 


....68% 


NA 


Resident supervision 


68% 


NA 


Resident evaluation 


74% 


NA 


Supervising faculty evaluation 


65% 


NA 


Training program evaluation 


90% 


NA 


Coordination of UME & GME 


80% 


58% 


Training site development 


74% 


NA 


Accounting of GME funds 


80% 


NA 


Costs of GME program administration ..., 


60%,55%5 


36% 



Percentages of consortia reporting improved organizational efficiency. AAMC/CHP 
Survey— left column: data from consortia in operation for at least two years. 
MMC/AAMC Survey— right column: data from all responding consortia, 
t Salaries and benefits, respectively. 

§ Derived from the responses to two separate questions. 

UME, 6ME = undergraduate and graduate medical education, respectively 



Source: MMC/MMC & AAMC/CHP Surveys"^ ’^ 
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Confounding Influences 



A lthough educational enhancement, 
workforce reform and improved adminis 
tration are the central forces that would be 
expected to drive the development and operations 
of an educational consortium, other potent (and 
potentially confounding) influences may shape 
consortia. Not surprisingly, market competition and 
financial constraints were issues of special concern 
(Table 17). 

MARKET COMPETITION 

The market forces catalyzing the development 
of integrated health care systems may distort un- 
derlying educational or workforce goals and ob- 
jectives. Thus, although not an independent driv- 
ing force, the concurrent formation or expansion 
of an integrated health care delivery system may 
be a powerful modifying influence on consortium 
development and operations. Indeed, given seem- 
ingly ever increasing competitive forces, some have 
questioned whether an educational network that 
crosses the boundaries of a single delivery system 
would be viable.^® This has relevance not only to 
the implementation of consortia but also to the is- 
sue of medical school control — especially when one 
considers the dichotomy between the concept of 
school control and the reality of today’s medical 
schools, which are becoming increasingly 
intermeshed with delivery systems.^* 

In organizing a consortium, therefore, careful 
consideration should be given to how the educa- 
tional mission will interface with the particular 
health care delivery system (or systems) involved. 
This will be particularly important when overlap- 
ping, and therefore competive, delivery systems 
form the operational matrix of the consortium, the 
key question being how will a common educational 
mission interface with the different health care de- 
livery systems involved? 

Table 17 - Major Barriers to Success 



Market competition 47% 

Financial constraints 47% 

Diverse & unclear objectives 33% 

Mistrust 31% 

Insufficient commitment 28% 



Percentages of consortia Identifying various issues as major barriers to success. 

Source: MMC/AAMC Survey^^ 




Confirming the complexity of educating phy- 
sicians in the current environment, more than three- 
quarters of the consortia responding to the AAMC/ 
CHP Survey reported that their educational mis- 
sion crossed independent and competing health care 
delivery systems. Despite this, only about one- 
third of these consortia felt that competition for 
patients had influenced the membership, structure 
or function of the consortium. Thus, consortia may 
be a viable mechanism for reorganizing education 
even in an era of increasing market place competi- 
tion. Whether forces favoring cooperation in edu- 
cation versus competition in patient care delivery 
will be appropriately balanced in the future remains 
to be seen. How to foster collaboration in educa- 
tion in a competitive health care environment has 
become one of the central questions of the time, 
and it is often with this in mind that policy makers 
turn to educational consortia as one potential an- 
swer. 

FINANCIAL CONSTRAINTS 

Graduate Medical Education 
Funding 

Graduate medical education is currently fi- 
nanced from a variety of sources, including Medi- 
care, Medicaid, private insurers, and faculty prac- 
tice plans, amongst others However, with the 
exception of Medicare (and certain Medicaid pro- 
grams), it has been difficult to quantitate the pre- 
cise magnitude of such support. Because of this, as 
well as to provide a reliable and equitable financ- 
ing system, medical educators (and some policy 
makers) are pressing for the establishment of a 
“shared responsibility” or “all-payer” fund for 
graduate medical education.^^ 

Most recently, an all-payer fund was explic- 
itly supported in a Consensus Statement on the 
Physician Workforce jointly released by the As- 
sociation of American Medical Colleges, the 
American Association of Colleges of Osteopathic 
Medicine, the American Medical Association, the 
American Osteopathic Association, the Association 
of Academic Health Centers, and the National 
Medical Association: “A national all-payer fund 
should be established to provide a stable source 
of funding for the direct costs of graduate medi- 
cal education (resident stipends and benefits, 
faculty supervision and program administration, 
and allowable institutional costs)”.^"^ 
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By ensuring a broad involvement of state and 
private sector medical insurance systems, together 
with Medicare, “shared responsibility” financing 
of graduate medical education would greatly facili- 
tate consortium development, and COGME 
strongly supports such an approach. However, it 
should be recognized that a substantive role for 
consortia in education and workforce reform is not 
dependent on the availability of a common pool of 
graduate medical education monies. Nor is it de- 
pendent on the enactment of pending legislation 
regarding the establishment of specially designated 
trust funds for undergraduate and graduate medi- 
cal education. 

The designation of consortia as recipients of 
Medicare graduate medical education payments has 
long been a goal of the National Council on Gradu- 
ate Medical Education^^ and this concept was also 
supported in the recent Consensus Statement on the 
Physician Workforce: “Payments should be made 
from this [all-payer] fund to entities that incur the 
costs of graduate medical education, whether they 
be hospital-based or not, or to other entities, such 
as consortia, that have been designated to receive 
funds on behalf of the entities incurring the costs”.^"^ 

Ideally, such disbursement should not only in- 
clude Medicare direct graduate medical education 
payments, but funds equivalent in purpose to Medi- 
care indirect graduate medical education payments 
as well. The latter provide compensation to teach- 
ing hospitals for the additional inpatient costs in- 
curred for “. . . the specialized services and treat- 
ment programs provided by teaching institutions 
and the additional costs associated with the teach- 
ing of residents'" (emhasis added). These “addi- 
tional costs” are generally recognized to include 
operational costs (lower staff productivity, addi- 
tional diagnostic tests, and so on) that are intrinsic 
to the educational environment. Unlike “direct” 
costs, which are more easily quantitated, “indirect” 
costs are subsumed in overall patient care costs, 
can only be estimated, and are an integral part of 
the Medicare Prospective Payment System. 

As presently formulated. Medicare indirect 
graduate medical education payments contribute 
substantially to teaching hospitals’ aggregate total 
margin and have a vital role in maintaining the fi- 
nancial viability of teaching hospitals.^® However, 
“additional costs” are not restricted to the inpatient 
environment. They arise in the ambulatory care 
arena, be it hospital clinic or community physician 
office, as well. As such, they are as worthy of sup- 
port as inpatient educational costs, especially as the 
proportion of medical education conducted outside 
of hospitals (so-called community-based education) 
increases. How this is to be achieved is of increas- 



ing concern to medical educators and policy mak- 
ers alike. 

Financing Community-Based 
Education 

The financing of community-based education 
is particularly troublesome because of statutory 
limitations on the direct flow of Medicare graduate 
medical education payments to health care deliv- 
ery sites other than hospitals and fiscal disincen- 
tives that limit the ability of hospitals to channel 
Medicare graduate medical education payments to 
community-based ambulatory care sites.^^’^^ The 
capital costs of developing non-traditional educa- 
tional sites and the negative impact of education 
on clinical productivity in the ambulatory environ- 
ment raise similar concerns.^® Mechanisms — ac- 
ceptable to policy makers and medical educators 
alike — that would resolve all these difficulties have 
yet to be identified, but both statutory relief and 
fiscal incentives for academic medical centers to 
shift appropriate educational costs out of the inpa- 
tient and into the ambulatory environment will be 
needed. 

As residents move to non-hospital training sites, 
the “additional costs” bom by hospitals should de- 
cline. This should allow the transfer of an appro- 
priate portion of Medicare indirect graduate medi- 
cal education payments to consortia, with 
subsequent flow of these monies to the non-hospi- 
tal entities actually incurring the costs of ambula- 
tory care education. Without some mechanism of 
this sort, it is difficult to envisage how the substan- 
tial cost of education in the ambulatory environ- 
ment could be addressed. 

Service Needs of Academic Medical 
Centers 

The financial implications of the interdepen- 
dence of graduate medical education training and 
service delivery were cited as one of the single most 
important issues currently facing consortia. The 
clinical and ancillary service needs of academic 
medical centers are potentially powerful modifiers 
of medical education.^* Hospitals, even teaching 
hospitals, must have as their primary purpose pa- 
tient care. Moreover, residents relieve faculty of 
some routine patient care responsibilities, function 
as faculty surrogates in clinical undergraduate 
medical education, provide much of the uncom- 
pensated care for the indigent, and despite recent 
improvements still assume significant ancillary 
service obligations on behalf of their training pro- 
grams. 

3:i 
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If an appropriate balance between education and 
clinical service is to be established other funds and 
other providers to support these activities will have 
to be identified. Whether and how such “replace- 
ment” resources will be secured is by no means 
clear, but the success or failure of this endeavor will 
have a powerful modifying influence on graduate 
medical education. Actual and projected reductions 



in Medicare funding for medical education and the 
flow of Medicare graduate medical education pay- 
ments away from hospitals to managed care orga- 
nizations not engaged in teaching,^® only exacer- 
bate this problem. How policy makers adapt to these 
fiscal realities will greatly influence the character, 
especially the educational character, of consortia. 
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Strengths & Weaknesses 




V irtually all consortia have a strong commit- 
ment to enhancing education, particularly 
graduate medical education (Tables 1-3). 
Given that they are the natural guardians of educa- 
tional quality, it is not surprising that almost all 
consortia include schools of allopathic or osteo- 
pathic medicine. Some in the medical education 
community have argued that medical schools or 
large academic medical centers would inevitably 
dominate consortia, but many consortia appear to 
function democratically (Table 7). Even the fact that 
graduate medical education payments presently 
flow almost exclusively to hospitals does not seem 
to have led to undue influence by teaching hospi- 
tals within most educational consortia (Table 7). 

Whereas the vast majority of consortia consider 
improving the quality of graduate medical educa- 
tion a primary priority, fewer have paid attention to 
undergraduate and continuing medical education 
(Table 3). Many consortia have yet to explicitly 
recognize — at least by incorporating a philosophy 
and appropriate language into their mission state- 
ments — that medical education is best dealt with 
as a continuum, and that the entire professional life- 
time of the physician is the appropriate frame of 
reference rather than a particular, and essentially 
arbitrary, period of training or practice. 

Despite a strong commitment to enhancing edu- 
cation, relatively few consortia appear to have dealt 
with medical education in a truly comprehensive 
fashion (Table 12). Of course, it could be argued 
that some of the important issues not addressed by 
consortia themselves may have been dealt with by 
one or more of their individual members. However, 
given the Accreditation Council for Graduate Medi- 
cal Education’s institutional requirements for allo- 
pathic residency training programs^^ and the Ameri- 
can Osteopathic Association’s Council on 
Postdoctoral Training requirements for osteopathic 
training institutions, to be accredited and serve 
as an official sponsor of graduate medical educa- 
tion programs any organization — consortium or 
otherwise — must accept full and complete respon- 
sibility for medical education. Consequently, if 
consortia are to emerge as a new model for medical 
education, they will have to give appropriate atten- 
tion to both the process of education and the envi- 
ronment in which it takes place. 

Although most consortia are very positive about 
their overall impact on the quality of educational 
programs and many report progress in certain ar- 



eas (e.g., improving generalist skills, ambulatory 
and continuity of care experiences and community- 
based education), many consortia have yet to deal 
with other areas of equal significance (e.g., enhanc- 
ing interdisciplinary and managed care practice 
skills) (Table 13). Given the increasing importance 
of interdisciplinary approaches to health care de- 
livery and the practice needs of the modem health 
care market place, these are deficiencies that war- 
rant both wider recognition and appropriate atten- 
tion. Moreover, despite the emerging consensus that 
public health and community-based medicine 
should assume more prominent roles in the medi- 
cal curriculum, relatively few consortia include 
public health centers, community practices, or 
health care planning agencies (Table 4). Nor, for 
the most part, do consortia include non-physician 
schools or programs or managed care organizations 
(Table 4). 

Consortia are governed in a wide variety of dif- 
ferent ways (Table 6). Given such variety, it is per- 
tinent to inquire how authority is translated into 
operations. Policy makers have envisaged consid- 
erable power for consortia, and effective reform 
certainly requires appropriate authority. How the 
various elements of a consortium’s operations are 
structured and managed provides insight not only 
into operational efficiency but, more importantly, 
into how intimately power has been merged, how 
equitably resources are shared, and whether the 
consortium has the authority required to meet the 
expectations of policy makers or even to achieve 
its own objectives. 

Graduate medical education sponsorship and 
fiscal authority are perhaps the two most important 
measures of the administrative cohesiveness of an 
educational consortium, and as such are likely to 
be critical arbiters of the ability of a consortium to 
advance medical education and reform the physi- 
cian workforce as well. Many consortia report that 
they have authority to set educational standards and 
evaluate the quality of educational programs, and 
many claim to have sufficient control over residency 
positions to direct (or redirect) education (Table 8). 
However, this authority may well be more appar- 
ent than real: Relatively few consortia officially 
sponsor graduate medical education programs or 
have fully integrated training programs (Table 9). 
As one might expect, administrative and manage- 
ment efficiencies are achieved more commonly in 
consortia that function as a single, centralized sponsor 



NINTH REPORT OF COGME 



28 



of graduate medical education programs as opposed 
to consortia in which individual members retain 
control of their own programs (Figure 1)J® 

The scope and nature of the financial authority 
that the membership cedes to the consortium as a 
whole is a critical arbiter of power, and is likely a 
strong determinant of administrative success. Given 
present methodologies for calculating Medicare 
direct and indirect graduate medical education sup- 
port, which obstruct rather than facilitate the flow 
of graduate medical education payments to consor- 
tia and community-based training sites,^^ it is not 
surprising that the vast majority of hospital mem- 
bers of present day consortia maintain separate 
graduate medical education revenue accounts.*^ 
Nonetheless, a number of consortia do have some 



GME Sponsorship 

Effect on GME Program 
Administration 



Figure 1 

Consortia were asked to rale their per- 
formance in reducing the costs of 
graduate medical education (GME) 
program administration (PgmCosl; 
n=29) and improving overall program 
management (PgmMan; n=28). [In- 
cluded in PgmMan are assessments 
of the administration and accounting 
of GME funds, coordination of resi- 
dents’ salaries & benefits, standard- 
ization of residents’ workhours, 
training site development, and the in- 
terfaces with program sponsors/pay- 
ers and accrediting & licensing bod- 
ies.] Achievements in both areas were 
significantly more common in con- 
sortia that functioned as the official sponsor of all GME programs within mem- 
ber institutions (Consortium) as opposed to those consortia which sponsored 
only some or none (Members); p<0.01 , chi squared lest of association. 
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Figure 2 

Consortia were asked to rale their per- 
formance in reducing the costs of 
graduate medical education (GME) 
program administration (PgmCosl; 
n=30) and improving overall program 
management (PgmMan; n=29). [For 
definition of PgmMan, see Figure 1 .] 
Achievements in both areas were sig- 
nificantly more common in consor- 
tia that controlled Medicare direct 
graduate medical education pay- 
ments (Consortium) than in those in 
which such control resided with in- 
dividual members (Members); 
p<0.05, chi squared test of associa- 
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measure of fiscal authority — about half of the con- 
sortia responding to the AAMC/CHP Survey report- 
ing, for example, that Medicare direct graduate 
medical education payments are controlled by the 
consortium rather than by individual members. 
Importantly, consortia with such authority report 
administrative and management efficiencies much 
more commonly than those in which graduate medi- 
cal education payments are controlled by individual 
members (Figure 2).’® Without the more widespread 
adoption of common financial planning or systems 
it is difficult to see how consortia, as a group, will 
have access to the resources nescessary to truly re- 
form medical education. 

About half of the consortia responding to the 
AAMC/CHP survey also reported proportional 
sharing of the overall costs of consortium develop- 
ment and operation (Table 10). However, there is 
not a simple relationship between fiscal authority 
(measured as control of resident’s salaries and ben- 
efits) and cost allocation. For example, of the con- 
sortia that had fiscal authority, only 71% distrib- 
uted costs equitably across the entire membership. 
Still, this is significantly greater than the number 
of consortia in which fiscal authority rested with 
individual members: only 33% of this group re- 
ported proportional cost distribution (p<0.05; chi- 
square test of association).*^ Thus, in this area at 
least, partnership equity does seem to follow the 
provision of appropriate authority. 

Although policy makers envision an important 
role for consortia in restructuring the physician 
workforce, not all consortia have missions that in- 
clude workforce reform (Tables 1 & 5). The impor- 
tance of mission delineation is graphically illus- 
trated by data from the AAMC/CHP Survey: 
Perhaps not surprisingly, consortia that espouse 
physician workforce reform more commonly report 
enhancement of generalist practice skills and in- 
creased production of generalists than consortia in 
which workforce reform is not a primary priority 
(Figure 3).*® 

Unfortunately, only about half of the multi- 
disciplinary consortia surveyed considered improv- 
ing the composition, diversity or distribution of the 
physician workforce a primary priority (Table 2), 
and even those that did may have had workforce 
priorities that were misdirected or internally incon- 
sistent. For example, very few consortia displayed 
enthusiasm for limiting the overall number of phy- 
sicians entering the workforce, and whereas many 
considered training generalists an important goal, 
far fewer rated reducing subspecialty training as 
important (Table 5). 

Present day consortia also have limited author- 
ity and responsibility to restructure the physician 
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Figure 3 

Consortia were asked to rate their 
performance in enhancing general- 
ist practice skills (Gen Skill; n=29) 
and increasing the production of 
generalists (GenProd; n=29). 
Achievements in both areas were 
significantly more common in con- 
sortia with a mission that included 
workforce reform (Work) as a primary 
priority than in those that did not 
(Other); p<0.05, chi squared test of 
association. 



workforce. Although many report that they have 
authority to allocate residents between different 
disciplines or specialties (Table 8), as noted previ- 
ously relatively few consortia really control resi- 
dency positions. Moreover, very few consortia have 
authority to take future career plans into account 
when selecting residents (Table 8). It is hardly sur- 
prising, then, that although the production of gen- 
eralists by consortia has increased, at least until 
recently so has the output of subspecialists (Table 
14). As yet, there is no evidence that consortia have 
begun to adjust to the primary care needs of the 
health care market place any differently than the 
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Figure 4 

Consortia were asked to rate their per- 
formance in reducing the costs of 
graduate medical education (GME) 
program administration (PgmCost; 
n=30) and improving overall program 
management (PgmMan; n=29). 
Achievements in both areas were sig- 
nificantly more common in consor- 
tia with a mission that included im- 
proving the administration of 
educational programs (Admin) as a 
primary priority than in those that did 
not (Other); p<0.005 or better, chi 
squared test of association. 
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remainder of the academic community. Nor have 
consortia, as a group, instituted changes that would 
be expected to influence the distribution or diver- 
sity of the physician workforce (Table 14). For the 
most part, therefore, at present the workforce ef- 
fects of consortia seem to mirror those of the wider 
academic community. 

Workforce reform should not end with consid- 
erations of the clinical workforce alone. Although 
primary care practitioners may be in short supply, 
there is evidence that clinical investigators and 
health service researchers are as well — so much so 
that some have questioned the nation’s ability to 
translate biomedical research into effective (and 
cost effective) therapy.^"^ However, consortia display 
little interest in improving the research workforce 
(Table 5), and with the possible exception of clini- 
cal research skills most consortia do not report im- 
provements in research training (Table 14). Such 
attitudes may relegate consortia to a rather con- 
strained, unidimensional educational terrain rather 
than positioning them in the academic mainstream 
or at the forefront of educational reform. 

Policy makers also envision an important role 
for consortia in improving the administration and 
management of educational programs, and this is 
precisely the area in which consortia have been most 
successful to date (Tables 15 & 16). Perhaps not 
surprisingly, organizational efficiencies are 
achieved more commonly in consortia that consider 
improving the administration of educational pro- 
grams an important part of their mission than in 
consortia in which administrative simplication and 
cost control are not viewed as mission priorties (Fig- 
ure 4).*^ 

Consequently, it is of concern that only about 
half of the multidisciplinary consortia responding 
to the AAMC/CHP Survey considered improving 
the administration and management of medical 
education a primary priority (Table 2), and that rela- 
tively few had set explicit management objectives.*^ 
Effective management, elimination of duplicative 
services and economies of scale are essential in an 
era in which the stability of medical education fund- 
ing is in doubt. Moreover, it is unrealistic to ex- 
pect education and workforce reform to flourish 
in the absence of an effective administrative in- 
frastructure. 
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Idealized Models 






C onsortium advocates stress that consortia 
would be better positioned than any national 
organization to deal with local or regional 
medical training realities and health care needs. 
They believe that consortia would serve as a ve- 
hicle for rationalizing the presently fragmented 
medical education system, would improve the or- 
ganizational structure and governance of residency 
training programs, and would provide an equitable 
mechanism for distributing residency training po- 
sitions. They believe also that consortia would bring 
together the complementary strengths of different 
institutions, thereby enhancing educational qual- 
ity and better aligning education with the needs of 
the newly emerging health care system. Mutual 
partnerships and collaborations have long been an 
essential element for succesful medical education, 
and consortia provide a means of perpetuating, and 
where necessary expanding, such interactions in the 
future. 

Given these broad expectations, it may be per- 
tinent to highlight the common features that con- 
sortia will likely need to facilitate their emergence 
as a fundamentally new approach to the organiza- 
tion and governance of medical education. First and 
foremost, consortia should include medical schools. 
The inherent logic of having medical education 
organized around the nation’s universities and medi- 
cal schools is perhaps best supported by present 
reality: Virtually all currently active consortia in- 
clude one or more allopathic or osteopathic medi- 
cal schools, and in the vast majority of cases the 
other partners do not feel dominated by the medi- 
cal school.’’ In this regard, it is also worth noting 
that the the nation’s medical schools already have 
substantive relationships with the majority of the 
country’s graduate medical education programs,^^ 
and that the American Osteopathic Association 
Board of Trustees recently approved a new gradu- 
ate medical education accreditation system that re- 
quires all Osteopathic Postdoctoral Training Insti- 
tutions (essentially consortia of different training 
sites) to contain at least one American Osteopathic 
Association accredited college.’^ 

It is recognized that not all authorities agree 
with this position. Recent changes in health care 
financing in the state of New York, for example, 
provide for the development of consortia but do not 
require the involvement of medical schools. This 
position may also raise concern in teaching hospi- 
tals presently not affiliated with a medical school. 



Nonetheless, most educators would agree that medi- 
cal education is a continuum, and that undergradu- 
ate, graduate and continuing medical education are 
best treated, at least conceptually, as a whole. More- 
over, it should be evident that medical practice, re- 
search and education are inextricably linked, and 
that education is the vehicle that translates research 
into practice both within and across generations. 

Given this broad context, a multilateral organi- 
zation such as an educational consortium is likely 
to provide the ideal vehicle for bringing all the nec- 
essary partners together. It is difficult to visualize a 
quality medical education program in the future that 
does not include the active participation of a medi- 
cal school on the one hand or that is not sensitive 
to the many differences between medical schools, 
hospitals, community training sites and the com- 
munities they all ultimately serve on the other. The 
composition of a consortium is of paramount im- 
portance not only because because membership 
presupposes mission, but also because it provides 
insight into the feasibility of fully achieving the 
organization’s stated goals. A goal to enhance in- 
terdisciplinary approaches to health care delivery, 
for example, makes little sense unless a broad spec- 
trum of health care professionals is sitting at the 
table. Likewise, plans to enhance ambulatory care 
training in community settings is unlikely to suc- 
ceed without the active involvement of public health 
authorities or physicians in practice. 

Consortia should entertain a broad view of 
workforce “competence”, one that incorporates 
both “education” and “workforce” considerations. 
Competence should be viewed not so much an in- 
nate characteristic, but rather a property that is only 
fully expressed when the overall process of medi- 
cal education is organized within the framework of 
societal needs and expectations. With this in mind, 
consortia must recognize the need for a national 
workforce that, collectively, has relevant practice, 
research and educational expertise. Consortia must 
also be responsive to local health care needs, pro- 
moting the need for a rationally distributed regional 
workforce with appropriate generalist and 
subspecialist practice skills. And, consortia must 
be responsive to social and political needs, cham- 
pioning the need for a physician workforce that 
reflects the diversity of the population from which 
it is drawn. 

Consortia must have a collective and com- 
prehensive vision — a vision which includes a 
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well-defined mission anchored by a commitment 
to educational quality. Consortia should include 
medical schools and facilitate the integration of un- 
dergraduate and graduate medical education. How- 
ever, the consortium collectively — rather than the 
medical school — should assume overall responsi- 
bility for medical education, channeling reform in 
appropriate directions, even though its individual 
members will remain the agents of the educational 
process itself. Consortia must also be vigilant in 
maintaining an appropriate balance between edu- 
cation and service — between the resident as “stu- 
dent’' and the resident as “employee”. 

Careful consideration should be given to how 
the educational mission will interface with the par- 
ticular health care delivery system (or systems) in- 
volved. This will be especially important when 
overlapping, and therefore potentially competitive, 
delivery systems form the operational matrix of the 
consortium. In such circumstances, the consortium 
must assume the primary responsibility for delin- 
eating just how a common educational mission will 
interface with the different health care delivery sys- 
tems involved. 

Education and workforce goals should be 
clearly delineated. Graduate medical education 
consortia, no less than any other academic constitu- 
ency, will be asked to defend their “education tem- 
plate” — which, at a minimum, should be designed 
to facilitate the process of education and to ensure 
that all necessary competencies are instilled in the 
practitioners, investigators and educators of tomor- 
row. Although education should be a consortium’s 
primary priority, its product must also be able to 
meet present and future health care needs. Toward 
this end, the training environment should be care- 
fully evaluated, and enhanced where necessary. 

Medical professionalism, scientific literacy and 
a commitment to life long learning are the founda- 
tion of medical education, but the curriculum must 
also provide graduates with the ability to practice 
effectively in the modem health care environment. 
Generalism should be fostered, specialist practice 
and procedural skills enhanced, and the research 
and educational expertise of the physician 
workforce assured. The recmitment and promotion 
of women and minorities should be given attention 
and the problem of the medically-underserved in 
rural and inner city areas must also be addressed. 

Administrative goals and objectives should also 
be clearly delineated. In return for public funding, 
consortia must function in an accountable and cost- 
eflficient manner. Moreover, without an appropri- 
ate administrative and management infrastmcture, 
consortia will be unable to deal effectively, let alone 
innovatively, with education and workforce reform. 



The legitimacy of an inherently multilateral 
organization such as a graduate medical education 
consortium must be above reproach. This requires 
more than just a common vision and well-defined 
mission. Ideally, the power to set policy, and to 
measure outcomes against expectations, should be 
vested in the consortium as a whole. Governance 
must be characterized by clear lines of authority 
and defined responsibilities, representative mem- 
bership, and collective decision-making. Partner- 
ship equity, which includes considerations of both 
benefit and risk sharing, should be evident in the 
structure of the consortium, in its operations (espe- 
cially in how resources flow) and in the setting and 
measurement of outcomes. 

The scope and nature of the authority that the 
membership is willing to cede to the consortium is 
a good measure of collective decision making. To 
be effective, consortia must control the content, and 
be responsible for the quality, of medical educa- 
tion. They must have authority to reorganize medi- 
cal education and to reaffirm, and where necessary 
remake, their product. Authority to set educational 
standards, to evaluate training program quality, and 
to choose to sponsor some training programs (but 
not others), should be the perogative of the consor- 
tium rather than a right of individual partners. 

To effect substantive change in graduate medi- 
cal education, consortia must have the educational 
and fiscal authority to do so. In the final analysis, 
this requires control of the “currency” of graduate 
medical education, residency programs and posi- 
tions. Graduate medical education programs in each 
specialty or discipline represented should ultimately 
be fully integrated and the consortium should be 
the official sponsor of all programs. This would 
obviate the need for distributing residents between 
competing programs of variable quality and elimi- 
nate duplicative administrative services, thereby 
enhancing both educational quality and overall 
operational efficiency. Although the advantages of 
single sponsorship are clear — and educational con- 
sortia have been accepted by both the Accredita- 
tion Council on Graduate Medical Education and 
the American Osteopathic Associations’s Council 
on Postdoctoral Training as legitimate graduate 
medical education sponsoring institutions*^’^^ — 
unambiguous policies and procedures that would 
facilitate the transfer of authority from individual 
programs to consortia still need to be developed. 

Consortia should have centralized administra- 
tive and management systems, common resident 
financial and personnel policies and procedures, 
common resident supervision and evaluation sys- 
tems, and a centralized program accreditation pro- 
cess. Centralized control is a direct function of 
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training program sponsorship — the official spon- 
soring institution for any graduate medical educa- 
tion program having ultimate responsibility for all 
program parameters. Thus, if a consortium, 
rather than any of its individual members, were the 
official program sponsor, the consortium would 
automatically assume these responsibilities. 

To be effective, consortia must have access to 
the resources— including federal, state and private 
graduate medical education payments — essential to 
the conduct of medical education. Ideally, this re- 
quires a common graduate medical education ex- 
pense system, but it may be unrealistic to expect 
this when Medicare statutes and regulations pres- 



ently allow only hospitals to receive graduate medi- 
cal education payments. Reform of graduate medi- 
cal education financing is long overdue, including 
legislation to allow the Health Care Financing Ad- 
ministration to direct payments to consortia as well 
as to hospitals. In the meantime, and at the very 
least, there must be prospective agreement, on an 
annual basis, to graduate medical education re- 
source distribution. Whatever the particular mecha- 
nism employed, the overall costs of operating the 
consortium must be shared equitably by all mem- 
bers of the organization and funds must be disbursed 
to members on the basis of training expenses actu- 
ally incurred. 




40 



NINTH REPORT OF COGME 



35 



Consortium Demonstration Projects 



I f consortia are to be an integral element of the 
graduate medical education system, it follows 
that they must be structured in a fashion that 
will enhance their effectiveness. This should not 
be taken to imply that there is a single “correct” 
model against which all consortia should be mea- 
sured or even that presently available information 
allows prediction of the “best” model. Indeed, 
COGME has advocated consortium demonstration 
projects in the past,^^ and does so now again. None- 
theless, there are certain characteristics that should 
be imbedded in any consortium, no matter how its 
developers intend to merge and restructure their in- 
dividual organizations (see “Idealized Models”). 

To justify public support, consortium demon- 
stration projects must be committed to providing a 
cost-effective administrative framework within 
which education and workforce reform can occur. 
In return, all payers of health care services should 
provide the funds necessary to ensure successful 
completion of the project. While funding should 
ideally include all payers of health care (Medicare, 
Medicaid and the private sector), in the absence of 
enactment of a shared responsibility fund for gradu- 
ate medical education, the states and private medi- 



Table 18- Consortium Demonstration Projects 
Effects of Hypothetical Workforce Contingency 



Year 


Ratio 


Generalists 


Subspecialists 


Total 


Consortium A 


0 


0.40 


400 


600 


1000 


3 


0.52 


480 


450 


930 


6 


0.52 


480 


450 


930 


9 


0.52 


480 


450 


930 


Consortium B 


0 


0.30 


300 


700 


1000 


3 


0.41 


360 


525 


885 


6 


0.52 


432 


394 


826 


9 


0.52 


432 


394 


826 


Consortium C 


0 


0.20 


200 


800 


1000 


3 


0.29 


240 


600 


840 


6 


0.39 


288 


450 


738 


9 


0.51 


346 


338 


684 



O ' = ratio of generalist to total residents in training. See text for discussion. 



cal insurance industry should be encouraged to pro- 
vide matching resources to those provided by the 
federal government through the Medicare program. 

To promote innovation, the financial risks in- 
herent in these projects, especially in altering the 
size and composition of graduate medical educa- 
tion programs, should be reduced. Neither the con- 
sortium collectively, nor its individual partners, 
should stand to lose graduate medical education 
payments during the demonstration period. How- 
ever, any “hold harmless” provision should be made 
contingent on the consortium agreeing to a 
“workforce contingency”; that is, agreeing to re- 
structure its training programs in a defined fash- 
ion. Given national physician workforce needs,*'^ 
a commitment to increasing the output of general- 
ists while at the same time decreasing the the out- 
put of subspecialists would be a reasonable ap- 
proach. 

In return for graduate medical education pay- 
ments being guaranteed (at the level the year prior 
to the award) for the duration of the award, consor- 
tia with less than 50% generalist residents could 
agree, for example, to increase their output of gen- 
eralists by 20%, and decrease their output of 
subspecialists by 25%, over each three year period 
of the award or until a 1:1 distribution of the two 
groups was attained. Consortia with 50% or more 
generalist residents (residents in family practice, 
general internal medicine, general pediatrics, pre- 
ventive medicine and geriatric medicine training 
programs) could agree to maintain at least this pro- 
portion of generalist trainees for the duration of the 
award. 

The effects of the suggested parameters in three 
hypothetical model consortia over a nine year time 
period (representing three renewable 3 -year project 
grant periods) are summarized inTable 18. All start 
with 1000 residents, but have different ratios of 
generalist to subspecialist trainees. Consortium A, 
with 40% generalist trainees, most closely re- 
sembles the overall distribution of residents re- 
ported in 1995-96: 39,41 1 residents in generalist 
specialties out of a total of 98,035 (40.2%).^* Con- 
sortium A achieves the required generalist to 
subspecialist ratio after only three years, and with 
only a very modest decrease in the total number of 
trainees (7%). In contrast, more subspecialty domi- 
nant consortia (Consortia B and C) require six and 
nine years, respectively, to reach the desired ratio, 
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and undergo more significant contraction (17% and 
32%, respectively). 

Demonstration project funding could also con- 
tain incentives to ensure certain organizational 
structures (for example, the transfer of official spon- 
sorship of residency programs from individual 



members to the consortium) and to promote physi- 
cian workforce policy goals (for example, increas- 
ing the ratio of generalist, women and minority resi- 
dents to total residents, increasing the number of 
graduates practicing in Health Professions Short- 
age Areas, and so on) (Table 19). 



Table 19- Consortium Demonstration Projects 
Potential Funding Incentives 

Organizational Structure 

• The total number of residents sponsored by the consortium, as 
opposed to individual members (“sponsorship” being defined as official 
responsibility for the management of a graduate medical education 
program, i.e., recognition by the appropriate accrediting body the 
Accreditation Council for Graduate Medical Education for allopathic 
programs and the American Osteopathic Associations Council on 
Postdoctoral Training for osteopathic programs). 

Physician Workforce Policy Goals 

• The ratio of generalist (family practice, general internal medicine, 
general pediatrics, preventive medicine, geriatric medicine) residents 
to total residents, 

• The ratio of women to total residents; 

• The ratio of residents from under represented minorities (African 
Americans, Mexican Americans, American Indians/Alaska Natives, 
mainland Puerto Ricans) to total residents; 

• In the second through subseguent years of the award, the ratio of 
consortium graduates practicing in Health Professions Shortage Areas 
to total consortium graduates. 
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Promoting Educational Consortia 



D etermining how educational consortia might 
best be structured will likely prove a more 
simple task than promoting their wide- 
spread implementation. Consortia are still relatively 
rare. One reason for this is that, for the most part, 
policy makers have yet to devise financing meth- 
ods that favor, or even use, consortia. To promote 
the development of consortia, federal and state 
policy makers will have to provide appropriate in- 
centives. 

The importance of such incentives is perhaps 
best illustrated by the history of Area Health Edu- 
cation Centers (AHECs) and by the recent devel- 
opment of consortia in New York and Tennessee. 
Originally envisioned by the Carnegie Commission 
on Higher Education, AHECs have a broad man- 
date to train many types of health professionals and 
address health care delivery in underserved areas. 
Although now more dependent on state support, 
federal development grants were critical to the early 
success of the AHEC program.'^® 

Likewise, despite a long interest in consortia, 
dating back to their endorsement by the New York 
State Commission on Graduate Medical Education 



in 1986, it was not until state development grants 
were made available that large numbers of consor- 
tia began to be organized in New York."^' Health care 
reimbursment incentives for consortium develop- 
ment and workforce reform are also part of the New 
York State Health Reform Act of 1996,^^ and have 
led to the development of guidelines for the certifi- 
cation of graduate medical education consortia by 
the New York State Council on Graduate Medical 
Education.'^^ Enacted as a component of the state 
TennCare program, health care reimbursement in- 
centives for workforce reform and consortium de- 
velopment in Tennesee have had similar effects."^^ 

Incentives to promote the widespread develop- 
ment of consortia could be modeled after those es- 
tablished by the consortium demonstration projects. 
At a minimum, these should include financial in- 
centives that would enhance the composition, geo- 
graphic distribution and diversity of the physician 
workforce. In addition, these incentives ideally 
should have a “shared responsibility” mantra, in- 
cluding defined contributions from all payers of 
health care services: Medicare, Medicaid and the 
private insurance industry alike. 
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Summary & Conclusions 



ERIC 



M edical education consortia have been pro- 
posed as the solution to many of the prob- 
lems currently facing medical education, 
especially graduate medical education. However, 
given their mixed record, the question naturally 
arises whether the widespread adoption of consor- 
tia would provide a vehicle for rationalizing the 
presently fragmented graduate medical education 
system, for maintaining and enhancing educational 
quality and for reforming the physician workforce. 
It is certainly reasonable to expect consortia to pro- 
vide a framework within which medical education, 
and especially graduate medical education, can be 
critically examined and an equitable forum within 
which all interested constituencies can participate. 
Indeed, existing consortia can point to enhanced 
working relations and management efficiencies with 
justifiable pride. However, as currently structured, 
consortia do not represent a fundamentally new ap- 
proach to medical education. Nor, by themselves 
and in the absence of appropriate incentives, should 
they be expected to reform the physician workforce. 

Consortia are certainly not a panacea for all the 
problems of the present system of medical educa- 
tion. Consortia, acting alone, cannot deal with the 
separation of responsibility for medical education 
or the malalignment of medical education with 
health care needs. These are tasks for the leader- 
ship of academic medicine as a whole. Nor should 
the concept of medical education consortia — or its 
avid promotion — be used to divert attention from 
the lack of a secure funding base for medical edu- 
cation, the service needs of academic medical cen- 
ters or the health care needs of the uninsured. Most 
importantly, the promotion of medical education 
consortia should not be seen as a substitute for re- 
forming the financing of graduate medical educa- 
tion or for substantive reform of the health care 
system itself. 

Until there are unambiguous incentives for ex- 
panding the content, and diversifying the process, 
of medical education, health care delivery expec- 
tations will likely continue to excede the perform- 
ance of the present health care system. There is no 
inherent linkage between the concept of medical 
education consortia and the quality of medical edu- 
cation. One can exist without the other on the one 
hand, while on the other, one does not necessarily 
result in the other. Conscious efforts on the part of 
consortia to address the quality of medical educa- 
tion and aggressive enforcement of standards on 



the part of accrediting and licensing bodies will be 
necessary if consortia are to be a force in maintain- 
ing and enhancing educational quality. This is a task 
that will require the active and explicit support of 
the leadership of acdemic medicine, and a realiza- 
tion on the part of policy makers that quality is best 
assured by reorganizing graduate medical educa- 
tion around the institutions best equipped to deal 
with it — the nation’s universities and medical 
schools. 

The idea that graduate medical education con- 
sortia, in and of themselves, will be able to improve 
the composition, distribution and diversity of the 
physician workforce is also seriously flawed. There 
is no inherent linkage between the concept of medi- 
cal education consortia and the achievement of na- 
tional physician workforce objectives. Conscious 
efforts on the part of consortia to address physician 
workforce objectives and appropriate incentives on 
the part of policy makers to encourage them to do 
so will be necessary if consortia are to be a means 
or a force in meeting those objectives. This is a task 
that will require extensive input from all sectors of 
the health care industry and the experience of a 
broad range of social, economic and legal policy 
experts as well. 

Finally, it is imperative to keep in mind that 
education reform will not, by itself, reform the 
health care system. Rather the driving force is in 
the opposite direction. Samuel Thier, then Presi- 
dent of Brandeis University, in his keynote address 
to the 1992 Macy Foundation conference on gradu- 
ate medical education perhaps said this best: “The 
problem is not with graduate medical education. 
Rather, the problem lies in the way the nation re- 
imburses for health care services and in the way 
the entire health system is organized. Every time 
you fail to remember that, you set yourself up to be 
frustrated five or ten years down the road, when all 
the corrections you have made, even if they were 
all good and all well carried out, fail to have the 
outcome that you were hoping for. You have to con- 
tinually remind yourself that the change you bring 
about, important as it is, cannot transform the health 
system”."^"^ 

COGME believes that the consortium concept 
could serve both as a catalyst and as a unifying force 
in reorganizing medical education. COGME fur- 
ther believes that appropriately structured educa- 
tional consortia could provide a solid foundation 
upon which substantive educational and workforce 
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reform could take place. Such a role requires that 
consortia have the authority and responsibility to 
determine the content and assess the quality of 
medical education, to define educational and 
workforce outcomes, and to receive and distribute 
educational resources. 

COGME considers support of the specific rec- 
ommendations in this report a wise and prudent 
investment in the continuing effort to provide the 
nation with easy and equal access to comprehen- 



sive, high quality health care. However, COGME 
emphasizes that although consortia may provide a 
fertile environment for reform, reform will not take 
root until more deep-seated problems in the gover- 
nance and financing of medical education are re- 
solved and the health care system itself is restruc- 
tured. It is only within such a broad context that an 
appropriate template for the reform of medical edu- 
cation will be found. 
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